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Here is one of the instrm 
ments ased in the Reseacch Depart 
ment of The Dentist’ Scopply Com- 
pany. This camera operat:: over the 
barre! of the microscop: and “ases 
its lense system. Betause p'<cured aft 
more descriptive than words, the 
camera is valuable in et. the 
structure and demity porcelain 
and other matertals, 


NTSPLY* IS STILL PIONEERING IMPROVEMENTS IN ARTIFICIAL TEETH 


_ Many of the developments that are now so commonplace in prosthetic work had their 
beginnings in the achievements of our Research Department. Our recent development of 
Trubyte Dentron Teeth emphasizes the determination of The Dentists’ Supply Company 
: 


to provide you with the best in artificial teeth—whether porcelain or plastic. 
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PRECISION CASTING 


Vacuum Investing Equipment 


@ Proper cavity preparation and a carefully 
prepared and finished wax pattern are, of 
course, prime essentials in obtaining precision 
castings by the lost wax process. 
But equally essential is an investing technic and 
equipment that provide a precise mold of the 
pattern after the wax has been evacuated. 
The new Dee Motorized Vacuum Investing Equip- 
ment does just that. In fact, this equipment 
simplifies investing to the point where dental 
assistants can readily and consistently obtain 
P clean, compact, solid molds to produce castings 
that will satisfy the most exacting standards of 
accuracy. 
We'll be glad to send you a bulletin describing 
the technic and equipment at F mere request. 
Ask for the Vacuum Investing Technic bulletin. 


HANDY & HARMAN 


MEW TORK 19, WEST 46 S7RETT «©6105 ANGELES 63, CALI, 3625 MEDFORD STREIT 
CAMADA—141 JOHN STREET, TORONTO 28, ONTARIO 
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Lieutenant Frederick Henry, 
Clinton, Okla.- 


This is the season when you think of stars. 
The one over Bethlehem. The ones on 
Christmas trees. 


But this year remember another star, too— 
the one on the Medal of Honor. And 


make a place in your heart for the brave, 
good men who've won it. Men who, 
oftener than not, made the final, greatest 
sacrifice—so that the stars on your 
Christmas tree, and the stars in your 
country’s flag, might forever shine 


undimmed. 


Medal of Honor 


Major General William F Dean, 
Berkeley, Caiif.—-Medal of Honor 


Sergeant Charles Turner, 
Boston, Mass.—Medal of Honor 


Private First Class Melvin Brown, 
Mahaffey, Pa.—Medal of Honor 


Right now—today—is the time to do 
something important for these men who 
died for you. You can, by helping to 
defend the country they defended so far 
“above and beyond the call of duty.” 


One of the best ways you can make defense 
your job, too, is to buy more . . . and more 
... and more United States Defense Bonds. 
For your bonds help strengthen America. 
And if you make this nation strong 

enough you'll create, and keep, the 

peace for which men died. 


Buy Defense Bonds through the Payroll Savings Plan where you 
work or the Bond-A-Month Plan where you bank. Start today! 


Peace is for the strong...Buy US. Defense Bonds 


The U. 8. Government does not pay for this adverti 


Te is di d by this publication in 


cooperation with the Advertising Council and the Magazine Publishers of America as a public service. 
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222 E. Superior St.. Chicago 1!, Ill. Yearly subscription $7.00 for U. S. and possessions; $8.00 for foreign coun- 
tries. Single copy seventy-five cents. Entered as second-class matter, December 31, 1947, at the postoffice at 
Chicago, Ill., under the act of March 3, 1879. Published monthly. Copyright 1951 by the American Dental 
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15 minutes (or 
overnight) ina 
Polident solution 
(1 capful Polident 
to a glass of water). 


WEAR 


Sparkling 


without charge or obliga- 
office samples of Polident. 


PLEASE PRINT 


State. 
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The greatest hazard consequent upon oral surgery is 
infection. This may take the form of rapid extension 
into contiguous structures, or invasion of the blood 
stream. Aureomycin is an ideal antibiotic for the preven- 
tion of both, and aids prompt tissue repair to the extent 
that it prevents infection. Aureomycin is now available 
in several forms adapted to use by the dental profession, 
including capsules, soluble tablets, dental cones, and 
dental paste. 


Aureomycin may be used as an adjunct for the preven- 
tion or treatment of bacterial infections commonly 
encountered in dental surgery, including necrotizing 
gingivitis, pericoronitis, acutely infected pulp, acute 
abscess, periodontal pocket, and periapical abscess, as 
well as for the prevention of infections following ex- 
tractions. The tablets may be used locally by direct 
application to the affected area as a cone or in a solu- 
tion. Cones may be used whole or crushed. Paste should 
be formed to suit the cavity and applied directly. In 
severe infections, it is necessary to support local therapy 
by the oral administration of aureomycin capsules. 


Aureomycin dental products are available through pharmacists. 


Dental Cones: Tubes of 12. 
Dental Paste: 30 mg. per Gm. - Jars of 5 Gm. 
Soluble Tablets: 50 mg. - Tubes of 40 and bottles of 100. 


; 
LEDERLE LABORATORIES DIVISION awenrcay Cyanamid conranr 30 Rockefeller Plaza, New York 20, N. Y. 


BRUSH METHOD... 
AN EXTREMELY SIMPLE, 
ACCURATE, PLASTIC 

FILLIN 


COMPLETE 
DATA AVAILABLE 


The Replica Brush Method for the placement 
of Replica fillings eliminates the need for un- 
wieldy, time-consuming use of matrices, re- 
tainers and pressure. Place Replica fillings P 
rapidly, efficiently—with the material under “Replica Brush Method" 
your control af all times! individual Replica 
brushes and Replica Brush Sets are available 


DENTAL PRODUCTS, INC. - 219 EAST 44TH STREET * NEW YORK CITY 
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The Best 


Prosthetic 
Skill 

Can Be 
Preserved with 
PLATINUM-PALLADIUM-GOLDS 


Restorations made on foun- 
dations of precious metals 
have the strength, hardness 
and resilience needed to pre- 
serve the perfect fit of your 
work. 

Strong, “springy” clasps 
keep each partial firmly an- 
chored to abutment teeth. 

Fitted with comfortable 
restorations of platinum-palla- 
dium-golds, your patients will 
be proud-of their dentures... 
and of their dentist’s skill. 


Have you sent for your free copy of the booklet, 
“PLATINUM -PALLADIUM-GOLDS IN DENTISTRY?” 
it contains many pages of helpful information. 


Platinum Metals Division 
THE INTERNATIONAL NICKEL COMPANY, INC., 67 weil St. New York 5, N.Y. 
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DENTAL CASTING... YEARS AHEAD 


the AL ECTROCAST Wer 


SOME OF ITS MANY ADVANTAGES— 


ELECTRICAL energy utilized for fusing— 


More EVEN and THOROUGH melting by means of the 
metal’s resistance to the current— 


TIME required for average casting about 20 SECONDS— 


Non-contaminating carbon crucible — OXIDATION mini- 
mized— 


DENSER castings with such FINE MARGINS and GREAT 
DETAIL— 


So SIMPLE your ASSISTANT can OPERATE— 
SPECIFICATIONS ECONOMICAL to operate — no costly parts to burn or 


wear out— 
Base — 10" by 16 No installation COST or WORRY— no GAS or AIR supply 


Height — 15" required—no blowtorch—Just PLUG IN and you are 
Capacity — 30 dwts Gold ready to cast— 
110-120 volt A.C. only. PRICED to fit your pocketbook. 


Write today for complete details .. . 


ELECTROCAST COMPANY 


AMMONIACAL | 
SILVER NITRATE ith the purchese of 


(HOWE) | Head 

outh Mirrors 

SOLVES YOUR PROBLEM | Dentistry's Standard 

of POSTERIOR CAVITY Seetme Since 1908. They're 

Reduced with | imanen Use the Coupon be- 

EUGENOL or FORMALDEHYDE FREE 

er. Act 

Supplied in dropper bottles _ | ANTI-FOG, Bottle, $125. 
“THE DROP HITS THE SPOT” | inion co. INC. 


37 W. 20th St., New York 11, N. Y. 
Single packages or combination Send me 2 Doz. INDIAN HEAD MOUTH 


Ammoniece! Siiver Nitrate Sol..... MIRRORS and the FREE Bottle of ANTI-FOG. 
50 Cone Socket — $6.00 doz. 


Eugenol, 
Formaldehyde 12'/2%.......... Simple Stem — 5.30 doz. 


KING'S SPECIALTY CO. 


FORT WAYNE, IND. 


| 
4522 Ross Avenue DALLAS, TEXAS 
i 
t 


prolonged or 
relief of post-operative dis- 


tolerance... 
Order a supply of Novocain-Pontocaine-Cobefrin 


REMEMBER — do not confuse 

rapid injection with speed of 

anesthesia. Inject slowly and 
tly for best results. 
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THE AMAZING ADVENTURES 
OF DAREDEVIL DAVEY 


Youngsters love this new comic book that tells, in exciting 
story form, the advantages of dental health. Daredevil 

' Davey is a small boy whose hair-raising adventures in 
the land of imagination take him from darkest Africa 
to our own wild West. Davey’s dentist is right on hand, 
between trips, to help point out the important health mes- 
sages given throughout the book. 

You'll find “The Amazing Adventures of Daredevil 
Davey’’ an excellent way to educate children on the impor- 
tance of dental health. Parents and teachers, as well as the 
children themselves, will appreciate copies, and you'll want 
several for your reception room. A free copy will be sent 
on request. 

use this order blank 


Order Department, AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 


Check the order you wish to place for yin: He AMAZING ADVEN- 
TURES OF DAREDEV IL DAVEY book mr 
2. 


$ 8.70 
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Write today for illustrated folder of Diamond Instruments 


14 


urs 


and Stones are available in moré than a 
hundred popular shapes. Diamond sharp, 
7 w Ww of course, faster, smoother and more effi- 

| cient they are today’s most satisfactory 

cutting tools. The diamonds are accu- 

rately and effectively spaced to minimize 

clogging. The mounted stones are ma- 


% 23 24 25 
chined from one piece of steel and will 
$ not vibrate or wobble. They cut exsier 


and cooler, are easier on the patient. Stay 
sharp longer. And cost less in the long 
run. Also available in wheel and disc 


29 
T form. Burs and stones $3.25 each; in lots 
35 


of 6 or more, $2.85 each. Introductory 
Kit of 18 Diamond Burs (for RA only) in 
transparent plastic holder, $24.50. 


CRESCENT DENTAL MFG. CO. 
1839 S. Pulaski Road Chicago 23, ill. 


Order thru yout dealer 
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A “MUST” 

in the preventive 
treatment of 
incipient 
malocclusion 


Two YEARs AGO parents questioned prolonged re- 
tention of deciduous incisor teeth. Radiographic 
examination (A and B) showed supernumerary 
teeth blocking eruption of permanent incisors. De- 
ciduous teeth were removed to allow natural shift- 
ing of supernumeraries (C and D). About 1 
year later, the supernumeraries were removed to 
permit eruption of permanent incisor teeth (E 
and F). Case is in process of being treated and 
illustrates the need for radiographic examination, 


accurate diagnosis, prompt and careful surgery. 

From files of George M. Anderson, D.D.S., author 
of ‘Practical Orthodontics,’ published by The C. V. 
Mosby Company. 


In orTHODONTICS, as in other fields of den- 
tistry, radiography affords a means of ob- 
serving and interpreting conditions other- 
wise impossible to visualize. It enables the 
dentist to diagnose accurately, to proceed 
promptly with treatment or surgery. 

In all situations where radiography is re- 
quired, the dentist who uses Kodak Film and 
Chemicals can proceed with maximum assur- 
ance, for these x-ray materials are made to 
work together . . . to produce finest results. 


Kodak X-ray Films—Kodak Bite-Wing Film (for in 
terproximal examinations) . . . Kodak Periapical Film i. 
(3 types)—Radia-Tized, Regular, and Ulera-S ‘ 

. . . Kodak Occlusal Film . . . Kodak Blue Brand Fil 
and Kodak No-Screen Film (for extraoral studies). 

Kodak X-ray Processing Chemicals—Kodak Concen 
trated Dental X-ray Developer . . . Kodak Concentrat 
Dental X-ray Fixer 


Other Kodak Products for Dentists: Film Chest, Dispen 
er, Receptacle . . . Exposure Holders . . . Intensifyin 
Screens . . . Safelight Lamps and Filters . . . Processin 
Tanks .. . Processing Hangers . . . Thermometer . . 
Film Corner Cutter 


Order through your regular dental dealer - 


USE 
KODAK FILM 


Eastman Kedak Company, X-ray Division, Rochester 4,N.Y. 


PROCESS IN 
KODAK CHEMICALS 


2 


TRADE 
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SURE, Doctor, 


skill, knowledge and experience are the first essentials for satis- 
factory dentures for your patients. But, to be SURE, as sure as 
you can be, that your work will not be spoiled by denture break- 
age, prescribe Luxene 44 for your cases. You see, Luxene 44 is 
a Vinylite* plastic, 2 to 3 times stronger and tougher than acrylic 
plastic. You can use it even for delicate partials. And chances 
are that in full cases, your experience with Luxene 44 will be the 
same as so many dentists who have had no breakage whatever 


since they have been using it. 
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NON-ANATOMICAL 


PLASTIC POSTERIORS 


[ | 


DURA-BLEND POSTERIORS 


SHEAR-KUSP combine every requiremeni 
for posterior teeth. 
They are plastic; they blend with Myer- \ / 
son’s Dure-Blend anteriors ard allow free 

lateral movement. Their unique shearing 

action provides the utmost in masticatins 
efficiency. Their esthetics are superb. 

Unprecedented protection is assured be- 

cause all Myerson plastic teeth care 

guaranteed against excessive wear 

ing and heat distortion. Action to Sheoring 
Sena for Geen py Dr. Simon 


4 
CORPORATION 
MIBRIDGE 39, MASS. 
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It's what you do at the chair, doctor 
plus 
what your patient does at home 
that adds up to sound oral hygiene. 
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Pitfalls in a full denture service 


Frank M. Kyes, D.D.S., Bethesda, Md. 


A great deal has been written about ac- 
ceptable technics for making full dentures 
but not much has been written about the 
factors that doom dentures to failure. 
These failure factors are important and if 
every dentist had a clear idea of how not 
to make dentures he would probably 
keep himself and his patients out of a 
great deal of unnecessary trouble. In any 
line of endeavor there are pitfalls and 
full denture construction is no exception. 

To turn potential pitfalls to the best 
account, these exigencies should be ar- 
ranged serially so that the operator can 
check his technic as he proceeds. They 
should also form a mental catalog that 
will enable the dentist to check faulty 
dentures, step by step, until he unearths 
the cause of failure. 

The causes of denture failure are 
grouped for convenience as faults in base 
areas, vertical dimension, occlusion, 
gross construction and failure to consider 
phonetics. Two additional factors, failure 
to consider physiologic processes and in- 
adequate advice to the patient, are also 


included because they too are sources of 
trouble. 


FAULTY BASE AREAS 


Faulty base areas generally stem from un- 
derextension, overextension, faulty post- 
dams, lack of relief and warping of the 
bases during curing of the acrylic resin. 


Underextension * Underextension is most 
common on the lower denture and most 
frequently occurs in the area of the re- 
tromolar pad and the posterior part of 
the buccal flange of the denture. This 
persistent fault apparently rises from any 
of three causes—namely, the use of un- 
derextended impression trays, the tend- 


Presented before the Section on Full Denture Pros- 
thesis, ninety-first annual session the America 
Dental Association, Atlantic City, November |, 1950. 

The opinions or assertions contained in this article 
are the private ones of the writer and are not to 
construed as official or reflecting the views of the 
Navy Department or the naval service at large. 

Captain, DC, United States Navy, Naval Dental 
School, National Navai Medical Center, Bethesda, Md. 
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Fig. | * Typical underextended denture, su- 
perimposed over the tray outline recommended 
by Fisher 


ency of laboratory technicians to trim im- 
pression or denture flanges, and a lack of 
space above the retromolar pad in those 
instances where the maxillary tuberosity 
' infringes on it at the desired vertical di- 
mension. 
| The base area of a denture is controlled 
/ by the extension of the impression tray 
_and one certain way of achieving ade- 
: "quate coverage on the mandible is to use 
the method of outlining a tray which is 
recommended by Fisher.’ A line is drawn 
_ across the back of the retromolar pad on 
| the preliminary cast. This is connected to 
ja line running forward on the external 
| oblique line. A tray made to such an out- 
‘line will preclude the construction of a 
"denture such as the one shown in Fig- 
jure 1. 
Large and small dentures are not al- 
‘ways the result of mouth conditions. 
' Many dentures are too small as a result 
of methods employed by the operator. 
Since the buccinator and mylohyoid 
/muscles frequently almost meet at the 
‘crest of the lower ridge, an underextended 
tray plus vigorous muscle trimming will 
* cut the potential size of a lower denture 
base in half. There can be no such thing 
as little narrow lower dentures if trays 
are used which cover the retromolar pad 


and extend out to the external oblique 
ridge. 

A second reason for mandibular un- 
derextension is the tendency of the lab- 
oratory technician to trim the flanges of 
impressions and finished dentures. 

A third reason for underextension on 
lower dentures is a lack of space between 
the maxillary tuberosity and the retro- 
molar pad. The dentures are ground 
through or cut short because there is too 
little room for bulky acrylic heels. If the 
space is limited, adequate coverage can 
frequently be obtained through the use 
of thin gold castings on either the upper 
or lower heels, as shown in Figure 2. Such 
castings allow the mandible to move into 
functional positions because they are less 
bulky than acrylic. If no space exists, 
surgical reduction of the tuberosity is in- 
dicated 

Upper dentures, like lower dentures, 
also are most vulnerable to underexten- 
sion in the posterior areas. The buccal 
flange of a denture should be thick if the 


1. Fisher, R. D. Graphic interpretation of the struc- 
tures influencing mandibular denture mucoperipheral 
outline form. J.A.D.A. 30:408 (March) 1943. 


Fig. 2 + Showing the use of a thin gold cast- 
ing when there is a lack of space between the 
retromo: and mazxillary tuberosity. 
Similar single casting, with a finish line _~ 
retention loops, can be made to cover one 
both of the retromolar pads and heels, if the 
space ts limited 


Fig. 3 * Shows the amount of compound 
needed to build this denture out to provide a 
peripheral seal. This addition also provides 
stability and bracing. Note the heavily beaded, 
overextended posterior border and the unnec- 
essarily wide relief in the rugae area 


mucobuccal fold is broad. Technicians 
should be instructed to maintain the roll 
of the impression on the finished denture. 
Their tendency is to finish dentures with 
thin buccal flanges and such treatment 
decreases the peripheral seal. Figure 3 
shows the denture worn by a patient for 
three years who received an alcohol in- 
jection for tic douloureux. Following the 
loss of sensation on the right side, he was 
unable to keep it in place. Considerable 
tracing compound was added to build the 
denture out to its proper contour to pro- 
vide a peripheral seal. . 

Underextension of the palatal border 
generally results from the operator’s ef- 
forts to relieve gagging patients. Such 
short dentures are usually postdammed 
and sometimes the postdam rides on a 
hard area in the hard palate, keeping the 
denture from seating and thus nullifying 
efforts to gain a posterior seal. When a 
short denture is desired, the operator 
should determine a proper posterior ex- 
tension in the following manner. Hold 
the patient’s nose, have the patient blow 
out and then dot on or draw in the flex- 
ure line as the soft palate is forced down- 
ward. This line will be transferred to the 


KYES ... VOLUME 43, DECEMBER 195! © 653 


impression and will give a minimum ex- 
tension without underextension. A narrow 
groove in the cast at that extension will 
give a seal without interference from the 
underlying bone of the hard palate or 
muscles of the soft palate. 


Faulty Postdams + Faulty postdams have 
several causes. Technicians frequently 
postdam casts in spite of the fact that 
postdamming is a chair operation which 
should be performed by the dentist while 
the patient is available for examination. 
The “ah,” or vibrating line, can be de- 
termined only in the patient’s mouth. 
Osseous interference between the post- 
dam and underlying bone frequently oc- 
curs on the posterior border of the areas 
marked “A,” “B” and “C,” as shown in 
Figure 4. Impingement of the dam on the 
area marked “A” causes distress because 
the denture border overlies the hamulus 
and its supporting structure, the medial 
plate of the pterygoid process. In old den- 
ture wearers this area is hard and un- 
yielding and prominent. Impingement on 
the area “B” is also common. Dentures 


Fig. 4 + Area A overlies the hamulus which is 
frequently prominent in old denture wearers. 
Pressure on area B causes a complete toss of 
retention if B is unyielding. Area C is fre- 
quently hard, in which case the postdam 
should be shallow 
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Fig. 5 * The adhesive tape keeps the postdam 
material where it is needed and furnishes a 
guide for trimming any excess which may have 
been applied 


with no retention at all generally are 
riding on the hard unyielding lingual 
margin of the tuberosity. Area “C” over- 
lies the nasal spine which is occasionally 
hard and unyielding. Postdams should be 
narrow and shallow when they border on 
unyielding tissue and cannot be placed 
on these three areas. 

Sometimes postdams are not heavy 
enough to provide a seal even when they 
are properly placed. In other instances 
the operator has to shorten a denture 
along the palatal border because of mus- 
cular or osseous interference, and in do- 
ing so loses the seal. In such cases the 
following procedure is recommended to 
correct the error. 

Two thicknesses of adhesive tape are 
laid along the tissue-bearing surface of 
the palatal area of the denture, leaving 
exposed the area where additional ma- 
terial is desired. If additional depth is 
desired for a postdam another layer of 
adhesive tape may be added. The ex- 


_ posed area is roughened with a bur. Auto- 


polymerizing acrylic is added to the 
roughened area and it is pressed firmly 
into place by holding a piece of wet cel- 
lophane against it with both thumbs for 


Fig. 6 * The dark area in the indicating wax 
shows the pressure area 


a few minutes. After 20 minutes the flash 
is trimmed off the adhesive tape with a 
vulcanite bur as shown in Figure 5. 
Through this procedure, the thickness of 
the material needed for additional post- 
dam can be gaged and controlled. The 
adhesive tape is then removed and the 
edge of the new material is rounded off 
where it was butted against the edge of 
the tape. 


Faulty Relief + Lack of relief is a com- 
mon base area fault. Settling maxillary 
dentures frequently ride on tori or sutures 
which act as fulcrums and rock dentures 
loose. They are easily located by the use 
of indicating waxes and gels, as shown in 
Figure 6. Warm, soft gel is painted on the 
surface in question. The denture is seated 
and biting pressure applied. Disclosed 
pressure areas may be accurately relieved 
with a large bur. Indicating media are 
particularly valuable in locating spines 
under flabby anterior ridges and similar 
areas where pain is present but no in- 
flammation can be seen clinically. 


Overextension * Overextension can occur 
anywhere on the borders of a denture. 


‘ 
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Some discussion of it appears in the sec- 
tions on “postdam” and “phonetics.” Oc- 
casionally a patient will complain that 
food packs in the buccal vestibule beside 
the lower molars. This may result from 
the use of narrow posterior teeth but more 
frequently it is the result of an overex- 
tended buccal flange. During the chew- 
ing cycle the tongue moves laterally and 
the contraction of the buccinator muscle 
forces the food lingually between the op- 
posing molars. An overextended flange 
may tie the buccinator muscle down and 
limit its oscillations. Reduction of the 
flange border will correct the fault. 

Overextension of the posterior border 
of the upper denture is common because 
the anatomy of the hard palate has not 
been sufficiently considered. The vibrat- 
ing line, as determined by having the 
patient say “ah,” varies with palatal mus- 
cles activity and the downward pitch of 
the soft palate. However, the underlying 
bone, to which the muscles are attached, 
exercises a powerful influence on the den- 
ture border unless the aponeurotic at- 
tachment between muscles and bone is 
long, and the soft palate very flat. 

Many dentures cut straight across be- 
tween the hamular notches and many 
more cut straight from the hamular 
notches to the fovea palatina, without re- 
gard for the “ah” line. These dentures 
are uncomfortable, loosen easily and in- 
terfere with speech. As the “ah” line is 
determined, the bony contours should be 
kept in mind because a majority of den- 
tures should have a double scallop, con- 
forming somewhat to the double scallop 
of the palatal bones. 

Patients who blow wind instruments 
frequently have a retention problem in 
upper dentures. Regardless of the shape 
of the soft palate or the length of the 
aponeurotic attachment between palatal 
muscles and palatal bones, the denture 
should have the same short extension 
characteristic of dentures for gaggers and 
patients with sharply descending soft 
palates. Posterior extension should be de- 
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termined by holding the patient’s nose 
while he blows outward, as previously de- 
scribed. If the denture is extended onto 
movable tissue the posterior seal may be 
broken, as air pressure within the mouth 
blows the soft palate upward. A short 
denture, ending exactly at the flexure 
line, is not loosened because there is no 
tissue under it which can be displaced up- 
ward as the patient blows the instrument. 


Dimensional Changes in Curing * Some 
warping of the entire denture base during 
the polymerization of acrylic resins is to 
be expected. However, a low tempera- 
ture, nine-hour cure, should be used for 
repairs and relines to avoid warpage. Au- 
to-polymerizing acrylic is recommended 
for tooth replacements and minor changes 
in dentures because it obviates warpage 
which may occur when a denture is 
heated. 


FAULTY VERTICAL DIMENSION 


Excessive vertical dimension is one of the 
most common denture faults and is some- 
thing that the diagnosing operator should 
always check for a patient regardless of 
the apparent remoteness of complaints. 

Correct vertical dimension should not 
be determined merely by the nicely con- 
toured lips of the patient when the jaws 
apparently are in rest position or by the 
highest reading on a bite pressure dial. 
Neither should this dimension be deter- 
mined only by a mark on a card as ob- 
tained from measuring rest position or by 
a reading on a device for measuring facial 
harmony. It is impossible to build den- 
tures to a physiologically harmonious re- 
lationship on the basis of some single 
known fact as evidenced in a particular 
technic. 

Vertical dimension should be a pattern 
of many factors. It means relaxed mus- 
cles, lips at rest, varying freeway space, 
harmony between the lower and middle 
thirds of the face, ability to speak with- 
out the biterims contacting, tongue room 
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for making the “th” sound, satisfaction 
of the patient’s tactile sense and inciden- 
tally, the highest reading on a bite pres- 
sure dial, or a consistent rest position 
measurement on a card. With a pattern 
in mind the operator can use his own 
judgment. 

There are two types of patients who 
need a freeway space far in excess of the 
two to three mm. generally recom- 
mended. The first is the patient who has 
been accustomed to occluding his teeth in 
a very overclosed relationship for a long 
period of time. The inadvisability of 
opening the vertical dimension of such a 
patient to the extent of 10 or 12 mm. in 
one operation has been frequently men- 
tioned in dental literature. In such cases 
it is important to rely on the judgment of 
the patient, particularly when the patient 
is sure that a certain vertical dimension is 
correct. 

The second type that needs an ab- 
normally large freeway space is the mouth 
breather whose lower jaw has been in an 
opened relationship for a long period of 
time. Little attention should be paid to 
the rest position of such patients because 
the mandible is abnormally depressed. A 
freeway space of 3 mm. between the den- 
tures of a mouth breather is inadequate. 
A tactile closure into soft wax is a better 
way to determine the vertical dimension 
of such patients. 

It is important with these two types of 
patients that the operator does not try to 
get the proper vertical dimension by de- 
termining a rest position and then reduc- 
ing that 3 mm. He should work to de- 


Fig. 7 + If the anterior teeth are set normally 
and if the vertical dimension is correct, pres- 
sure such as this should impinge the lower lip 
on the maxillary central incisors when the 
patient’s jaws are closed in centric occlusion. 
If the ~ slides under the upper teeth, the 
vertical dimension is opened too far 


termine the vertical component of centric 
occlusion which fulfills the requirements 
of the case, without regard to the extent 
of freeway space. 

One good check on vertical dimension 
is as follows, provided the patient’s upper 
incisors are set in a normal position. The 
lower lip is pushed as shown in Figure 7 
when the patient has his jaws in centric 
occlusion and the lip will impinge on the 
upper incisors. The lower lip is pushed 
when the patient has his jaws in a rest 
position and the lower lip will tend to 
slide under the upper incisors and im- 
pinge on the lower incisors instead. If the 
lip tends to slide under the upper incisors 
when the jaws are in centric occlusion, 
the vertical dimension is generally opened 
too far. 

The appearance of the lower lip is fre- 
quently a clue to opened vertical dimen- 
sion. As a general rule when moist, red 
and smooth mucosa shows on the lower 
lip when vertical dimension is being 
measured or a wax try-in is being 
checked, the vertical dimension is gener- 
ally opened excessively. 

The “th” sound is the most reliable 
phonetic cue to correct vertical dimen- 
sion. When the patient says words begin- 
ning with “th” his tongue should pop for- 
ward between the biterims. If the vertical 
dimension is excessive, the forward move- 
ment of the tongue, between the wax 
rims or setup teeth, is restricted by the 
height of the lower wax rim or teeth. If 
the tongue cannot move forward for the 
“th” sound, the relationship should be 


opened. 
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Lines in the face should be corrected by 
bulk and contour of the flanges and by 
the position and inclination of the teeth, 
but never by opening the bite beyond 
physiologic limits. There are many simple 
tests for opened vertical dimension and 
they all can be used in a minute or two. 
Opened vertical dimension is a serious 
and common denture fault. Its source is 
frequently in the laboratory. 


FAULTY OCCLUSION AND 
ARTICULATION 


The predominant part played by faulty 
occlusion in the failure of full dentures 
needs no emphasis because dental litera- 
ture has covered this subject thoroughly, 
but a review of the causes of faulty oc- 
clusion is important. Among these causes 
are: 


1. Improperly stabilized baseplates. 

2. Shifting baseplates caused by resil- 
ient tissue. 

3. Inequalities in the softness of wax 
used in obtaining jaw relationship rec- 
ords. 

4. Interfering baseplates. 

5. Faulty articulators and articulator 
mountings. 

6. Faulty setups. 

7. Wax warping. 

8. Tooth movements in the flask. 

9. Dimensional changes in curing. 


These are important because they radi- 
cally affect the choice of corrective meas- 
ures. 

In the first place, occlusal faults can- 
not be detected visually in the mouth con- 
sistently nor can they be corrected solely 
by the use of articulating paper or milling 
paste because dentures shift as soon as a 
premature contact is made by opposing 
tooth surfaces. Shifting dentures lead the 
operator to believe that the occlusion is 
satisfactory when in reality it may be 


poor. 
Secondly, a labcratory remount is in- 
adequate. The remounting of the models 
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on the articulator to original mountings, 
following processing, before the dentures 
are removed from the casts, corrects only 
the errors which occurred during and 
after the setup. The adequacy of that 
technic would be based on the premise 
that all procedures, before the setup, were 
perfect. A review of the causes of occlusal 
error together with a knowledge of mod- 
ern laboratory procedures invalidates any 
assumption of a perfect technic, up to the 
setup stage. 

Obviously, the only method which 
would correct all of the cumulative oc- 
clusal errors would have to be undertaken 
after the dentures are inserted and com- 
pletely seated. This can be done by re- 
mounting the dentures from the patient’s 
mouth to an articulator using a new cen- 
tric jaw relationship and new eccentric 
records. For this technic to be of value, 
an adjustable articulator should be used 
and since many dentists do not use an 
adjustable articulator, this method has 
no universal application. 

The best alternative for general use 
seems to be to correct occlusion in the 
mouth, using some technic which will 
limit the shifting of dentures under pre- 
mature cuspal contact. For this purpose 
a central bearing device with a spring 
pin is recommended. It can be installed in 
the dentures in a few moments. Under 
light spring tension the upper denture is 
held up and the lower denture is held 
down as shewn in Figure 8. Premature 
contacts do not shift the dentures and ar- 
ticulating paper can be used with great 
accuracy. 

This method, both simple and accu- 
rate, appears to be well suited to the needs 
of the practitioner who does not use an 
adjustable articulator. Faulty centric rela- 
tionship, premature contacts of teeth in 
centric occlusion and cuspal interferences 
in eccentric movements are undoubtedly 
the greatest single cause of denture fail- 
ures. Most of the pain and looseness of 
dentures is directly traceable to occlusal 
faults. The central bearing spring pin is a 
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practical means of correcting these faults. 

Here in a discussion. of occlusal correc- 
tion is an example of the fallacy of trying 
to use a single technic to accomplish a 
phase of full denture work in all types of 
mouths. Trapozzano’s investigations* and 
practical experience bear out the fact 
that the central bearing pin is not com- 
pletely reliable in a mouth which is 
flabby. Also, the central bearing pin 
mounting crowds the tongue and if the 
lower ridge is very flat or the patient's 
tongue large and awkward, a lower den- 
ture can easily be pushed forward and 
lead the operator to believe mistakenly 
that the denture was built in a slightly 
protruded position. So, like the other 
technics mentioned, the central bearing 
pin method of correcting occlusion has 
its limitations. 

Errors in basic planning also contrib- 
ute to occlusal difficulties. 

Faulty occlusion is frequently found 
in instances where single full dentures 
oppose arches of natural teeth. Even a 
well formed, smooth and uninterrupted 
arch appears suddenly rough when the 
technician begins to set artificial teeth 
against a cast of natural teeth. Dentures 
which oppose natural dentitions gener- 
ally pound ridges because of occlusal 
discrepancies. The recognition and elim- 
ination of points of potential interfer- 
ence is essential. Study models should be 
made of the natural arch. Ragged in- 
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cisors should be smoothed and reduced 
incisally. The distal cusps of mesially 
inclined molars should be reduced to 
decrease the curve of Spee. Cuspal height 
should be reduced to decrease lateral 
thrusts. Teeth in buccoversion or labio- 
version should be reduced toward the 
lingual. What appears to be ruthless 
grinding is eventually a method of con- 
servation. 

Occlusal correction can be accom- 
plished in the mouth using articulating 
paper as a guide because a single denture 
can be supported by the operator’s finger 
tips, thus preventing tilting when pre- 
mature contacts are made. The correc- 
tion should provide correct articulation 
over a wide lateral range. This need for 
wide occlusal freedom is interesting in 
view of Kurth’s* observations in con- 
nection with the unimportance of the 
“glides.” These “glides,” or typical artic- 
ulator movements involving a forward 
movement of the condyle on the bal- 
ancing side during function, are said by 
Kurth to play no part in actual chewing. 
Still, if correct articulation is not provided 
for single full dentures in those positions 
involved in the glide, (that is, where one 
or the other of the condyles is in a pro- 


2. Trapozzano, V. R. A comparison of the equalization 
of pressure by means of the central bearing point and 
wax check 38:586 (May) (949. 


3. Kurth, . Mandibular movements in masti 


cation TADA. 1769 (Oct.) 1942. 


Fig. 8 + When a premature 
contact is made at point A, 
the central bearing spring 
holds the upper denture up 
and the lower denture down. 
Articulating paper can be 
used on side A for the cor- 
rection of occlusion. No 
marks will be made on side B 
if the spring pin is used 
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Fig. 9 + Above: Cusp height and arrangement 
needed to provide balance with a steep incisal 
guidance. Below: Cusp height is lessened and 
occlusal plane more nearly parallel to mean 
plane of the ridges when a flat incisal guidance 
is used. This setup tends to keep forces in a 
vertical direction 


truded position) the patient will knock 
a single denture loose and complain of 
discomfort. 

Swenson* recommends the use of ab- 
rasive paste in the mouth for the final 
occlusal correction of single full dentures. 

Many occlusal faults are directly trace- 
able to the incorporation of vertical over- 
lap of the incisors with insufficient hori- 
zontal overjet. Figure 9 shows the effect 
of a steep incisal guidance on the cuspal 
inclines of posterior teeth as a balanced 
occlusion is achieved. The steep posterior 
cusp inclines which accompany vertically 
overlapped anterior teeth in balanced 
occlusion may be reflected in the choice 
of posterior teeth, in the compensating 
curve used in the setup, or in the angula- 
tion of the plane of orientation. Steep 
cuspal inclines are potential hazards and 
it is of clinical interest that many lab- 
oratory men use articulators which have 
fixed incisal guides that are steep. 

In view of the fact that initial occlusal 
errors are common and that occlusal 
discrepancies result when dentures settle, 
it is a dangerous procedure to use exces- 
sive vertical overlap of the incisors. The 
cuspal inclines, resulting from such a set- 
up direct the forces pattern away from 
the mean plane of the supporting ridges. 
The harmful effect of an occlusal error 
is in direct proportion to the steepness of 
the cusp because the resultant of a force 
applied to a cusp is at right angles to the 
cuspal plane. The steeper the plane, the 
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more nearly horizontal becomes the re- 
sultant of the force and horizontal forces* 
are undesirable. 

Tightly locked anterior occlusion is a 
frequent sequel to immediate dentures 
because the technician generally sets an- 
terior teeth in the original position of the 
natural teeth. Regardless of the esthetic 
effects, these tooth positions should be 
changed in the dentures to allow for 
clearance of the anterior teeth. The con- 
tact of anterior teeth in centric occlusion 
and their interference in functional posi- 
tions are common causes of denture 
failures. 

When patients have lost their posterior 
teeth, the remaining teeth are frequently 
in a slightly protruded relationship, so 
when immediate dentures are made, the 
occlusion of the anterior teeth should not 
be considered a reliable guide in the estab- 
lishment of centric jaw relationship. 


FAULTS IN GROSS CONSTRUCTION 


Articles have been written on the im- 
portance of eliminating the frequently 
encountered convexities from all flanges, 
and particularly from the lingual surface 
of the lingual flange of the lower den- 
ture. A flat or concave lingual flange 
increases tongue room, improves speech, 
decreases gagging and allows the tongue 
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to stabilize the denture by cradling against 
it. Slightly concave buccal flanges also 
allow the buccinator muscle to cradle 
against, and to stabilize, both upper and 
lower dentures. 

The wrong size of posterior tooth fre- 
quently is chosen for a _ replacement. 
Many textbooks state that posterior teeth 
should be chosen by measuring the length 
of the posterior mandibular ridge. Actu- 
ally, small posterior teeth should be used 
to offset poor supporting structures and 
unsatisfactory ridge relationships, regard- 
less of the length of the span to be re- 
placed. Obviously, a small tooth will 
penetrate a food morsel with less force 
than will a large tooth. By limiting loads 
through the use of small posterior teeth, 
one limits the forces which tend to dis- 
place dentures. It is difficult to justify the 
tendency to replace lost posterior teeth 
with the same size teeth and the same 
number of teeth. Smaller and fewer 
teeth should be used on dentures and 
members of the laboratory craft must be 
educated to accept this. They should be 
given verbal or written laboratory instruc- 
tions. 

Porcelain teeth are much more efficient 
than acrylic teeth and are better in diffi- 
cult cases where supporting structures 
need to be protected. Also, posterior 
teeth which have been ground in occlusal 
correction should be sluiced freely by 
deepening the buccal grooves to provide 
egress for macerated food. Patients are 
quick to notice and appreciate the im- 
proved efficiency resulting from sluicing 
teeth which have been ground flat. 

Posterior tooth arrangement is fre- 
quently wrong. Just as the technician 
hesitates to use an unconventional size or 
number of teeth on dentures, he hesitates 
to use an unconventional arrangement. 
More teeth should be set in a crossbite 
position in order to keep the force pat- 
tern in a vertical direction. The upper 
ridge crest moves medially following the 
extraction of teeth and the lower ridge 
crest moves laterally as resorption of bone 
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takes place. The need for crossbiting 

teeth is apparent in many instances. 
When anatomic teeth are set in cross- 

bite position, it is important that certain 

changes be made in cuspal topography to 

smooth out the articulation. The use of 

an adjustable articulator facilitates the 

making of these changes. If an adjustable 

articulator is not used, it appears that . 

flat teeth are better for crossbite position- 

ing because they allow more latitude in 

the setup and in function. Here again, the 

importance of precise laboratory instruc- 

tions as a means of obtaining desired re- 

sults in denture construction can be seen 

because the technician is loathe to depart 

from traditional tooth arrangements. 


FAULTY PHONETICS 


It is easy to theorize about the factors in 
denture construction which influence 
speech but the practical application of 
these theories is difficult. In the first place, 
while speech imperfections are easily 
noticed, it is not easy to ascertain what 
the imperfection is. Secondly, since it fre- 
quently takes patients from two to three 
wecks to accustom themselves to dentures, 
it is difficult for the operator to judge 
the seriousness of the speech imperfec- 
tions exhibited by the patient with wax 
try-ins or newly delivered dentures. 
There are, however, some facts about 
problems of speech of a patient with den- 
tures that should be remembered. These 


are: 


1. Patients are adaptable and gen- 
erally will correct speech difficulties with- 
in two or three weeks, so most patients 
can be assured that they will get over 
their troubles. 

2. Enunciation of the letter “s” is the 
most common speech defect associated 
with full dentures. Associated with such 
a difficulty is involuntary hissing. This 
may be caused by any of the following 
reasons. The rugae area of the denture 
may be too thick or too thin or the ante- 
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Fig. 10 + Full view and 
cross section of median line 
ridge employed to improve 
4 enunciation of the letter 


rior teeth may be set too far lingually. If 
the anterior maxillary ridge is heavy and 
the denture thick, the rugae area probably 
should be thinned to provide more space 
for the escape of air. If the anterior ridge 
is small and the denture base thin, it is 
likely that there is too much air escaping 
between the tongue and the denture. In 
this case additional wax on the palatal 
surface should correct the trouble. Fol- 
lowing such verification, auto-polymeriz- 
ing acrylic may be added for permanent 
correction. If the anterior teeth are set 
too far lingually, they must be reset or 
correction possibly can be made by heavy 
festooning on the denture just lingual to 
the anterior teeth. 

Sometimes, if these remedies do not 
correct the defect, a median ridge as 
shown in Figure 10 will help. It works 
in two ways. If there is too much space 
between the tip of the tongue, and the 
rugae area, the ridge fills part of the cleft 
on the top of the tip of the tongue, thus 
decreasing the escape of air. If there is 
too little space, the ridge provides a 
tactile reminder to the tongue and that 
organ withdraws enough to permit 
proper egress of air. A whole system of 
rugae, as sometimes advocated, does not 
perform these functions and generally is 
not an aid to proper enunciation. 

3. The pronunciation of the letter “f” 
is an aid in properly locating the position 
of the upper incisors. When words begin- 
ning with “f” are pronounced, the lower 
lip should contact the edge of the upper 
incisors. If the lower lip does not contact 
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the upper incisors during the “f” sound, 
these teeth should be repositioned. 

4. The “th” sound is the most in- 
timately connected with proper vertical 
dimension as has been previously men- 
tioned. 

5. Lack of tongue room posteriorly 
may make it difficult for patients to speak 
clearly. 

6. Overextension of the upper denture 
onto the soft palate results in speech 
difficulties, possibly because the patient 
must make a conscious effort to keep 
such a denture in position when he is 
talking. 


FAILURES CAUSED BY 
PHYSIOLOGIC PROCESSES 


Dentures do not always fail because of 
mechanical faults. The physiologic proc- 
esses of the patient are frequently a factor. 

One example of this is the effect of 
body weight loss on the fit of dentures. 
When a patient loses 15 pounds of weight, 
he is not surprised when his clothes do 
not fit. Generally his dentist has to tell 
him that his dentures may be similarly 
affected. 

Alveolectomies which involve the re- 
moval of cortical bone should be dis- 
couraged because nature’s reaction to 
such treatment is erratic. Some ridges 
which have suffered the loss of the 
cortical plate retain their bulk but more 
commonly there is progressive loss of 
remaining structures. Many times it is 
advisable to underextend flanges in pref- 
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erence to reducing overhanging tuber- 
osities, and at most, only one tuberosity 
need be reduced because dentures can be 
rotated into position. When esthetics 
require a choice between removal of the 
labial plate or the construction of an 
open-face maxillary denture, the latter 
course is advisable as a temporary expedi- 
ent because it conserves cortical bone. 

Patients suffering from diabetes or 
periodontal disease are subject to a rapid 
loss of supporting structures when den- 
tures are inserted and it is important 
that they be forewarned of this prob- 
ability. Only if they realize that they will 
need frequent refittings, will they be 
satisfied with their full denture service. 

No comments on denture failures 
would be complete without a reference to 
malignant growths as nothing insures 
failure with such finality as undetected 
carcinoma. Undoubtedly, the frequent 
occurrence of denture cuts and ill-formed 
ridges lulls the dentist into a sense of 
security which is unjustified. A lesion of 
over two weeks’ duration which shows 
the following characteristics should cause 
suspicion of carcinoma. 


1. Induration. 

2. Progressive growth. 

3. Tendency to ulcerate. 

4. Lack of pain unless secondarily in- 
fected. 

5. Infiltration of normal tissue (mean- 
ing a spreading attachment as opposed 
to a lesion which can be lifted free of 
underlying tissue). 


Leukoplakia is sometimes a forerunner 
of carcinoma and it is frequently encoun- 
tered by the full denture prosthodontist. 
Most pathologists agree that leukoplakia 
may be improved when covered by a 
denture but they add that it should be 
observed every few weeks and that it 
should be biopsied if it becomes deeply 
furrowed or hemorrhagic. It is not desir- 
able to reproduce the keratose corruga- 
tions of leukoplakia on the base area of 
a denture. The roughness should be 


lightly erased with a Kingsley scraper or 
similar instrument, prior to delivery of 
the denture. 

The placing of dentures over areas 
which have received heavy radiation is 
not a good procedure because irradiated 
tissue has diminished vitality and does 
not react well to trauma. A denture cut 
may expose underlying bone, giving rise 
to radiation necrosis of the bone. Den- 
tures should be cut short and kept free of 
irradiated areas and should be built to 
fulfill esthetic and not mechanical needs. 
Frequently such patients have nonpro- 
ductive salivary glands because of radi- 
ation. Their ability to masticate food is 
so limited that they do not place heavy 
demands on their dentures. 


ADVICE TO THE PATIENT 


There are patients who have denture 
problems which cannot be solved to their 
complete satisfaction. Only by early rec- 
ognition of problems, and adequate pre- 
operative mental preparation can the 
prosthodontist hope to have a satisfied 
patient. The patient should be made to 
realize his limitations before treatment 
is begun. 

Also, the patient should receive addi- 
tional advice when his dentures are 
delivered because such instructions may 
be the deciding factor between success 
and failure. There are certain tricks to 
wearing dentures and these should not be 
left to the patient’s ingenuity to discover. 
He may be instructed as follows: 


1. Push inward and upward when 
biting such foods as apples and carrots. 

2. Tighten the corners of the mouth 
against the lower flange when the mouth 
is opened wide. 

3. Endeavor to masticate with an up 
and down motion, using a minimum of 
lateral excursion. 

4. Keep the tongue low and well for- 
ward in the mouth to stabilize the lower 
denture. 
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5. Close, suck and swallow frequently 
when first wearing dentures because such 
action seats the dentures firmly. 

Two helpful publications which may 
be given to a patient to read are Visual 
Education for the Denture Patient® and 
New Teeth for Old by Victor Sears.* 


CONCLUSIONS 


Failures of full dentures generally stem 
from the following causes: 

. Faulty base areas. 

. Faulty vertical dimension. 

. Faulty occlusion. 

. Faults in gross construction. 

. Faulty phonetics. 

. Certain physiologic processes of the 
patient. 


Revolution in Scientific Thought + If one were asked to put a pin in a chart of human 


7. Inadequate advice to the patient. 
If the operator is well acquainted 
with these pitfalls he will apply this 
knowledge to advantage in diagnosis and 
case planning; in his technical proce- 
dures; in his relations with the laboratory 
technician; in the delivery of dentures 
and in his evaluation of a patient’s com- 
plaints. 

The prosthodontist can use a mental 
catalog of denture faults to great advan- 
tage in a full denture service. 

4318 Kentbury Drive 


5. Burtenshaw, G. H. Visual education for the den- 
ture patient, New York, Distributed by Dental-Patient 
Education Film Co., 1948 

6. Sears, V. H. New teeth for old. Salt Lake City, 
Utah, University of Uteh Press, 1949. 


progress showing its mid-point it would probably be inserted at about 1800 A.D. I feel sure 
that if my great-great-grandfather who practiced in Maryland were to make rounds with 
Imhotep in ancient Egypt four thousand years ago, the contrast would be far less than if 
he had done so with me. A revolution in human conduct had occurred. Skepticism, since man 
emerged from the ape, looked upon as a fault, suddenly became a virtue, and for the scholar 
the prime virtue. Past ages had produced their Galileos, Tycho Brahes, da Vincis, but today 
we are all of us potential intellectual giants through the inspiration of these men, if only 
we have the courage to abide by their rules of thought. It only takes a short attendance 
at any scientific meeting to prove that many physicians have not done this, but the same tests 
always show that those who have are legion. Edmund Andrews, A history of scientific 


English, p. 263. 
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Enamel penetration by radioactive salts of zinc, 
calcium, silver, plutonium, palladium and copper 


Many therapeutic technics in dentistry 
depend upon a penetration of medica- 
ments into tooth structure. In some cases 
the extent of penetration is known be- 
cause of the color of the agent; for ex- 
ample, dyes and silver nitrate. Little is 
known, however, of the depth of pene- 
tration of uncolored medicaments. If 
these penetrate to any considerable ex- 
tent an additional explanation can be 
offered not only for the unexpected 
pulpal irritations following application of 
medicaments but also for the familiar hy- 
persensitivity of dentin following expo- 
sure to oral fluids. 

Of vital concern to the dentist is the 
mechanical and chemical efficiency of 
impregnation of enamel lamellae with 
zinc salts. Thus far knowledge of the 
penetration of ZnCl, beneath the surface 
of the enamel and its precipitation as 
zinc ferrocyanide as claimed for the im- 
pregnation procedure rests on three in- 
direct observations:' (1) Zinc ferrocya- 
nide is supposed to penetrate enamel 
lamellae because silver nitrate does; the 
latter can be followed because of the 
black color developed by its reduction to 
metallic silver. (2) The sensitivity of 
root surfaces can be reduced by the ap- 
plication of ZnCl,. (3) Recent clinical 
reports indicate that impregnation with 
zinc ferrocyanide may reduce caries in- 
cidence.** Direct evidence is not avail- 
able to show that the colorless salt zinc 


William Ward Wainwright, D.D.S., M.S., Chicago 


ferrocyanide is precipitated in the enamel 
lamellae or that it remains there. 

The penetration of medicaments and 
various salts can be studied since they 
are available in the radioactive form.** 
Tests were made on extracted teeth with 
radioactive calcium chloride, zinc chlo- 
ride, silver nitrate, plutonium citrate 
complex, palladium chloride and copper 
nitrate. 


CALCIUM*® CHLORIDE 


Seven freshly extracted teeth were 
treated on the surface with about 0.02 
ml. of a Ca**Cl, solution with an activity 
of 126 microcuries per milliliter. Descrip- 


Based on work performed under U.S. Government 
Contract No. W-7405-Eng-36 with the Los Alamos Scien- 
tific Laboratory of the University of California. The fol- 
lowing radioisotopes were obtained on allocation from 
the Isotopes Division of the United States Atomic 
Energy Commission: Ca, Zn™, Ag™®. and Pd. 

Portions of this manuscript were read before the 
American Academy of Restorative wr: October 28, 
1950, and the Section on Research ie ninety-first 
annual session of the American Dental Association, 
Atlantic City, November !, 1950. 

From the Los Alamos Scientific Laboratory of the 
University of California, Los Alamos, New Mexico. Now 
at the University of Illinois College of Dentistry, Chi- 
cago 

1. Gottlieb, B. The use of alkaline dentifrices and 
alkaline mouthwashes for caries reduction. Texas D 
67:48 (Feb.) 1949. 

2. Crawford, H. Hotel results of impregnation. 
Texas D. J. 67:52 Feb.) 

3. Younger, H. B. Sestesd results of caries prophy- 
laxis by impregnation. Texas D. J. 67:96 (March) 1949. 

4. Bartelstone, H. J. Su of the use of radioactive 
isotopes in dentistry. New York J. Den. 20:320 (Aug.- 
Sept.) 1950. 

5. Leicester, H. M. Lay of the teeth. St. 
Louis, C. V. Mosby, 1949 
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Table i * Penetration of dental structures by radioactive calcium® chloride 


Tooth 


Penetration® 


Specimen 


Age of 


potient 
(years) 


Number | Location 


Plane of 
longitudinal 
section 


lamellae 


Pericoronitis 
malposed 


labial third 
Middle third 


Periodontosis 


Buccal third 


Middle third 


Periodontosis 
bicuspid 


Buccal third 
Lingual third 
Middle third 


Upper left 
first 
molar 


Periodontosis 


Outer buccal 
quarter 
Outer lingual 
quarter 
inner buccal 
quarter 
Inner lingual 
quarter 


Upper right 
central Preparation 
incisor for 
denture 


Mesial third 


Middle third 


Upper left Preparetion 
central for 
incisor denture 


Mesial third 
Distal third 
Middle third 


628 
629 


Upper right Preparation 
107 lateral 36% for 
incisor denture 


630 
631§ 
632 


Mesial third ~ 
Distal third + 
Middle third + 


* All teeth showed stro 
but all carious areas and 

t Patient S. G. 

Patient C. C. 


surface uptake of Ca®Cl: on enamel! and cementum. Intact enamel! was not penetrated 
issures were penetrated. All lamellae seen were penetrated. 


§ Silicate filling free of Ca“Cly after four hours under running tap water. Dense uptake in stained dentin sur- 


rounding filling. 


|| Dentoenamel junction penetrated from gingival margin. 


# Silicate filling and surrounding stained dentin densely penetrated. 


tions of the teeth and specimens are out- 
lined in Table 1. 

Immediately after extraction tooth 101 
was scrubbed, pumiced, washed, dried, 
NaF applied to the surface and allowed 
to dry for three minutes. Nine minutes 
after extraction Ca**Cl, was applied to 
the surface of the crown. It was kept 
moist for three minutes and then 
wrapped in absorbent paper. One hour 
later it was washed under running tap 


water for 30 minutes, sectioned under 
water and dried overnight at 37°C. 

Tooth 102 was similarly treated except 
that it was not pumiced, and the isotope 
was applied 58 minutes after extraction. 

Tooth 103 was treated like Tooth 101 
except that NaF was not used, and the 
isotope was applied 61 minutes after ex- 
traction. 

Tooth 104 was treated like tooth 101 
with the exception that the isotope was 


Reason 
for 
loss Number Caries Fissures 
: 101 third 21 ° 
Upper left 614 + + 
102 first 37t 
3 619 + + + 
621 + + 
104 37t 
622 + + + 
623 rx = 
6245, || + 
. 105 
+ 
106 + + 
+ be 
+ 
+ 
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applied 65 minutes after extraction. 

Teeth 105, 106 and 107 received sim- 
ilar treatment to tooth 101 except that 
they were pumiced and NaF applied 
prior to extraction. The isotope was ap- 
plied 13 minutes after extraction and the 
teeth were sealed moist in a bottle over- 
night. The next day they were washed 
under tap water for four hours and dried 
overnight at 37°C. Tooth 105 was dehy- 
drated in alcohol and embedded in Selec- 
tron.® 

The radioactivity of the sections was 
counted in a constant position 1 mm. 
from a mica window tube (2 milligrams 
per square centimeter, TGC-2) with a 
Tracerlab laboratory monitor and ranged 
from 140 to 2,500 counts per minute. 

Survey radioautographs’ were made; 
the findings are surveyed in Table 1. 
Typical radioautographs and the corre- 
sponding specimens are illustrated in 
Figures 1, 2 and 3. 

All of the teeth showed a strong surface 
uptake of Ca**, as seen in the radioauto- 
graphs in the upper portions of the 
figures. The NaF treated teeth did not 
differ in this respect from the untreated 
teeth. Every carious defect was pene- 
trated to the grossly visible limits of the 
lesion regardless of whether the tooth 


Fig. | + A: Dense surface 
uptake of Ca*Cl Intact 
enamel not penetrated, Faint 
penetration of two cracks in 
mesial cusp; dense penetra- 
tion of carious enamel and 
carious fissure. (Spec. 620, 
Neg. 15470; R.A.-723, Neg. 
15471.) B: Dense surface up- 
take of Ca“Cl:. Faint pene- 
tration of enamel lamella on 
mesiogingival. Intact enamel 
not penetrated. (Spec. 611, 
Neg. 15486; R.A.-717, Neg. 
15485) 


had been cleansed or not. Each tooth, al- 
though kept moist until the time of iso- 
tope application, was carefully dried with 
air blast just before applying the Ca**Cl.,. 
All fissures were penetrated. 

Figure |, A illustrates a tooth in which 
there is a dense surface uptake of Ca*® 
not removed by 30 minutes of washing. 
All surface defects (cracks, fissures and 
carious lesions) were penetrated. The 
radioautograph of Figure 1, B shows ex- 
actly the same findings with the addition 
of lamellar penetration of the mesiogin- 
gival enamel. Figure 2, A shows the 
same findings but the number of enamel 
cracks is much greater and there is con- 
siderable penetration along the dento- 
enamel junction from the labiogingival 
surface. This tooth had carried a partial 
veneer crown for years. It would be of 
interest to know whether the manipula- 
tions incident to crown preparation were 
the source of the cracks and subsequent 
permeation of the enamel by dissolved 
substances. 

Figure 2, B shows the radioautograph 
of a tooth in which the pulp chamber had 


6. Wainwright, W. W. Dentistry and the atomic 
energy program. New York J. Den. 19:325 (Oct.) | 

7. Wainwright, W. W. Detail and survey radio- 
autographs. Science 109:585 (June 10) 1949. 


) 

er 
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Fig. 2 + A: Dense surface uptake and dense penetration of enamel cracks by Ca“Cls. 
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Penetration along dentoenamel junction from labiogingival. (Spec. 627, Neg. 15482; 
R.A.-801, Neg. 15481.) B: Dense surface uptake with penetration of incipient caries 
of labial enamel, exposed incisal dentin, and linguogingival enamel. The dentin is 
extensively penetrated from the open pulp chamber. (Spec. 626, Neg. 15479; R.A.-795, 


Neg. 15478) 


been opened. Although the isotope was 
applied to the surface and no special 
effort was made to introduce it to the 
pulp chamber there is great penetration 
of all of the surrounding dentin. In spite 
of four hours of washing under running 
tap water the Ca** was fixed in the tooth. 
CaCl, is an extremely soluble compound 
so the Ca** must be considered to have 
been taken up by the apatite crystals 
of the calcified substance by ionic ex- 
change.* In addition to the dense surface 
uptake there is penetration of enamel 
caries, exposed incisal dentin and a 
lamella in the linguogingival enamel. 
Figure 3, A shows a radioautograph 
from a distal section of the same tooth 
as in Figure 2, A. The findings are similar 


Fig. 3+ A: Dense surface uptake of Ca*Ch, 
with | exposed incisal dentin, 
cervical enamel cementum defects. Dense 
uptake by silicate cement filling and stained 
dentin of cavity floor. (Spec. 628, Neg. 15473; 
R.A.-727, Neg. 15472.) B: Dense surface up- 
take of Ca“Cl, with penetration of cervical 
enamel defects. Faint penetration of lingual 
enamel crack near incisal edge. Silicate cement 
filling shows freedom from Ca*Cl,; underlying 
stained dentin shows dense retention of CaCl, 
in a band surrounding the filling and extending 
to the surface. (Spec. 630, Neg. 15398; R.A.- 
797, Neg. 15480) 


with the exception of the silicate cement 
filling. The cement has been penetrated 
completely by the isotope and has re- 
tained the Ca** throughout its structure 


8. Neuman, W. F. Bone as a problem in surface 
chemistry. University of Rochester unclassi docu- 


ment, UR-110, March 22, 1950. 
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Table 2 * Penetration of dental structures by radioactive zinc® chloride 


Tooth 


Age of Reason 
patient for 
Number | Location (years) loss 


Specimen Penetration” 
Plane of 
Number Caries | lamellae | Fissures 
section 


Upper left 
3 third 22 Malposed 
molar 


649 Transverse + - + 
midcrown 
650 Transverse - 


cervical 


Upper right 
114 second 49t Periodontosis 
molar 


Transverse 
midcrown 

652 Transverse + 

cervical 


Upper right 
115 first 49" Periodontosis 
molor 


Transverse 
midcrown 

Transverse + 

cervical 


Upper right 
116 central 30! Periodontosis 
incisor 


655 Transverse ~ 
midcrown 

cervical 


117 Upper left 30% Periodontosis 
cuspid 


118 Upper right 30* Periodontosis 
cuspid 
Upper right 
lateral 30% Periodontosis 
incisor 


657 Transverse + 
midcrown 

658 Transverse + - = 
cervical 


Upper left 
120 central 30° Periodontosis 
3 incisor 


midcrown 

cervical 

66) Longitudinal + = 
labial half 

662 Longitudinal + 
lingual half 

6635 Transverse + 
midcrown 

cervical 


* All teeth showed strong surface uptake of Zn™Clz on enamel and cementum. Intact enamel was not penetrated 


but ell carious areas and fissures were penetrated. 
t Patient S. H. 
t Patient E. H. 
§ Silicate filling penetrated with Zn™Cliz to the dentin. 


in spite of four hours of washing under 
running tap water. In addition to the 
silicate cement the stained dentin border- 
ing the filling has also retained the Ca**. 
It would seem that in life this filling was 
porous to oral fluids and that the under- 
lying dentin was exposed to the action 
of oral fluids. 


The tooth in Figure 3, B is from the 


same mouth as those of Figures 2 and 3, « 
A; it shows similar dense surface uptake 
and penetration of enamel defects. The 
silicate cement filling in this case, how- 
ever, did not retain the Ca**. Why this fill- 
ing should behave differently from that of 
Figure 3, A is not known. The stained 
dentin and enamel bordering the filling, 
however, has again retained the Ca*® not- 


- 
| 
a 
| i 
- 


withstanding four hours of washing 
under running tap water. 


RADIOZINC CHLORIDE (zn**, zn®) 


Twenty-two teeth were treated with 
radiozinc according to Gottlieb’s instruc- 
tions* except that all but five of the teeth 
were not pumiced. The teeth which were 
pumiced are: 136, 137, 138, 139 and 
142. All of the teeth were benzene washed 
except 140, 141 and 148 through 154. 
All teeth were dried in air blast before 
the application of ZnCl,. The time from 
extraction until application of the iso- 
tope varied from eleven minutes to two 
hours; the time for teeth 136, 137, 138 
and 139 was between seven and ten 
minutes; for 113, 114, 115, 140, 141, 142 
between 22 and 35 minutes; for teeth 
116, 117, 118, 119, 120 between 56 and 
67 minutes; 150 through 154, 95 min- 
utes; 148 and 149, two hours. After the 
application of zinc ferrocyanide all teeth 
were washed for one hour under running 
tap water. With the exception of teeth 
113 through 120, all teeth were immersed 
in AgNO, for at least five minutes and 
then in 10 per cent Formol for at least 
five minutes. 

The ZnCl, was prepared from a 
copper target by cyclotron irradiation 
and added to commercial Zin-Ferro No. 
2 solution. The activity of the solution 
and the activity of the specimens were 
not determined. The teeth treated with 
Zn* are described in Table 2. 

The teeth described in Table 3 were 
dehydrated in alcohols and embedded in 
Selectron. All teeth were sectioned under 
water. 

The teeth described in Table 3 were 
treated with Zn. Teeth 136 through 
142 were treated with a solution of 
ZnCl, prepared by adding 0.010 ml. of 
a Zn®Cl, solution containing 18.75 milli- 
curies per milliliter to 10 ml. commercial 
Zin-Ferro No. 2 solution. The specimens 
varied in activity from 100 to 300 counts 
per minute. Teeth 148 through 154 were 
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treated with the undiluted Zn**Cl, solu- 
tion containing 18.75 millicuries per mil- 
liliter; the activity of the specimens was 
not determined. 

The structures penetrated are summa- 
rized in Tables 2 and 3. All teeth showed 
a surface uptake of radioactive ZnCl, 
which was not removed by washing. In- 
tact enamel was not penetrated but all 
enamel defects, carious areas, fissures and 
observable lamellae were penetrated. 

Typical radioautographs are shown 
with the respective specimens in Figures 
4, 5 and 6. The dense surface uptake 
with penetration of minute surface 
carious lesions and lack of penetration of 
intact enamel is seen in Figure 4, A. 
Figure 4, B is similar but with pencetra- 
tion of carious lesions extending to the 
dentoenamel junction. Figure 4, C also 
shows penetration of lamellae in thicker 
enamel. Figure 5 shows similar findings 
with complete penetration of carious 
lesions of the enamel and outer layers of 
dentin. 

Figure 4, B and C and Figure 5 do 
not show complete plugging by zinc ferro- 
cyanide since the silver nitrate stained 
the same lamellae and defects. In Figure 
6, A, however, the arrow marks a buccal 
lamella which appears in the middle 
radioautograph but not in the specimen. 
The system of cracks and fissures con- 
nected with the lingual surface also shows 
lines of zinc penetration in the radio- 
autograph which did not stain in the 
specimen. Although this apparently pro- 
vides an instance of plugging by zinc 
ferrocyanide it is not conclusive. The 
upper radioautograph of Figure 6, A 
(exposure time one hour) shows the 
usual surface uptake and penetration of 
carious lesions and fissures. The middle 
radioautograph (exposure time seven and 
a half hours) shows more detail in the 
less radioactive areas. 

Figure 6, B shows surface uptake by 
enamel, cementum and the amalgam fill- 
ing. The radioactive ZnCl, has pene- 
trated the carious enamel and dentin 


= 
f 
| 
: 
4 
a 
5 J 
| 
4 
; 
a 
¢ 
4 


670 « THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Table 3 * Penetration of dental structures by radioactive zinc™ chloride 


Tooth Age of Reason 


patient for of 
Number | Location (years) loss Number Pe ; Caries | Lamelice | Fissures 


Upper left Longitudinal 
136 second 40 Periodontosis buccal third 

molar 703 Longitudinal + - + 
middle third 


704 Longitudinal 
Upper left buccal third 
137 first 4) Periodontosis 705 Longitudinal + - + 
molar lingual third 
706 longitudinal - + - 
middle third 


708 Longitudinal 

138 Lower right 38 Pathologic lingual third 
second exposure 709 Longitudinal + 

bicuspid middle third 


Upper right Total pulpitis Longitudinal 
first molar buccal cusp 


Transverse 
140 first M4 Pulpitis midcrown 

bicuspid 716 Tronsverse + + - 
cervical 


Tronsverse 
cervical 


lower left 21 


first molar 


Transverse 
142 Lower left 4) Periodontosis midcrown 

first molar 720 Transverse 
cervical 


Upper right ast Periodontosis 736 Transverse - + 
firs* bicuspid cervical 


Longitudinal 
mesial half 


Upper right ast 
second 


bicuspid 


Transverse 


midcrown, 
Upper buccal half 
150 right 28 Caries 740 Transverse + - _ 
second midcrown, 
molar lingual half 


741 Transverse + + 
cervical 


Transverse 


151 Lower right 7 Pathologic midcrown 

deciduous exposure 743 Transverse + + 
first molar cervical 


Lower right 744 Transverse + + - 
152 deciduous 7 Pathologic midcrown 
second molar exposure 745 Transverse + + - 


cervical 


Specimen Penetration® 
41 Pulpitis 718 + - - 
We 
— 
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Specimer. Penetration® 


Number Plane of Caries | lamellae! Fissures 
section 


= 746A Transverse + + - 
Upper left midcrown 

153 third Caries 7468 Transverse + + 
molar midcrown 

747 Transverse + + - 


cervical 


748 Transverse 
154 first 42 Pulpitis midcrown 

molar 749 Transverse + - 
cervical 


* All teeth showed surface uptake of Zn™Clz on enamel and cementum. Intact enamel was not penetrated 
all carious areas and fissures were penetrated. Al! lameliae seen were penetrated. 

¢ Patient S. H. 

Patient R. P. 


completely around the filling. There isa The zinc appears to have penetrated 
more dense uptake on the surface of the enamel a third of the way down from 
exposed cervical dentin on the buccal the cusp. 

surface. 

Figure 6, C is of interest because the RADIOSILVER NITRATE 
radiozinc has apparently penetrated the 

metamorphosed dentin more uniformly Ten teeth were treated with radioactive 
than the silver nitrate. The latter failed silver nitrate. In this form there was an 
to penetrate in a series of broad stripes. opportunity to compare visual perception 


Fig. 4 + A: Dense surface uptake of Zn"Cl, with penetration of carious dentin. Intact 
enamel not penetrated. (Spec. 739, Neg. 15368; R.A.-A343, Neg. 15339.) B: Dense 
surface uptake of Zn“Cl, with penetration of enamel defects and lamellae. Intact 
enamel not penetrated. (Spec. 736, Neg. 15267; R.A.-A346, Neg. 15254.) C: Surface 
uptake of Zn"Cl, with penetration of enamel defects and lamellae. Dense uptake in 
carious dentin. (Spec. 741, Neg. 15272; R.A.-A108, Neg. 15251) 


Tooth Age of Reason 
patient for 
| 
< 
| 
: 
. 
| 
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Fig. 5 + A: Surface uptake of ZnCl, with penetration of silver nitrate stained lamella 
on buccal surface. The apparent expansion of the ZnCl, penetration in the inner half 
of the enamel is owing to radiation from deeper layers of the enamel. (Spec. 744, Neg. 
15270; R.A.-A99, Neg. 15195.) B: Dense penetration of Zn™Cl, in two areas of pene- 
trating enamel caries, and in the large open cavity. (Spec. 743, Neg. 15268; R.A.-A351, 
Neg. 15196.) C: Dense surface uptake of Zn“Cl, with penetration of open cavities and 
carious dentin. (Spec. 749, Neg. 15370; R.A.~-A373, Neg. 15343) 


with the sensitivity of the radioauto- 
graphic method. Table 4 describes three 
teeth which were treated with Ag'**NO,. 
This isotope was separated from a target 
of palladium foil. Two solutions were 
prepared. The one used for the first 
two teeth (157, 158) was carrier-free 
Ag" NO, in water. The activity of the 
solution was not determined. The ac- 
tivity of the specimens ranged from 450 
to 3,000 counts per minute. The second 
solution, used to treat tooth 159, was 
diluted with ammoniacal silver nitrate. 
The activity of the specimens was 1,100 
and 1,450 counts per minute. 

Table 5 describes seven teeth which 
were treated with Ag™°NO,. The solu- 
tion was prepared by adding 0.1 ml. of 
an Ag™°NO, solution containing 0.647 


millicurie per milliliter to 1 ml. of am- 
moniacal AgNO, solution. The activity 
of the specimens ranged from 600 to 
6,000 counts per minute. Most of the 
specimens were between 1,000 and 2,000 
counts per minute. 

Of the 10 teeth 157, 158 and 159 were 
miscellaneous ones which had been in 10 
per cent Formol for two months. The re- 
maining teeth were kept moist and 
treated with the isotope within two hours 
after extraction. None of the teeth were 
pumiced; they were washed under tap 
water and dried with air blast before 
treatment. The radioactive AgNO, was 
applied for 10 minutes and then the teeth 
were immersed in 10 per cent Formol 
for 10 minutes. All teeth were dehydrated 
in alcohol and embedded in Selectron. 
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Fig. 6 + A: The upper radioautograph (exposure time one hour) shows dense uptake 
of Zn™Cl, in carious enamel, carious fissures, and carious dentin. The middle view is 
a radioautograph exposed for seven and one-half hours and shows more detailed 
Zn“Cl, penetration in the buceal enamel lamella (see arrow). In the specimen (below) 
the same area (see arrow) showed no apparent penetration by silver nitrate applied 
subsequent to the Zn“Cl.-K.Fe(CN)« treatment. In the system of cracks and fissures 
connected with the lingual surface, there are areas which the lower radioautograph 
indicates are penetrated by ZnCl, but in which the specimen does not show as much 
silver nitrate penetration. (Spec. 742, Neg. 15264; R.A.-A371, Neg. 15592; R.A.-A353, 
Neg. 15249.) B: Overexposed eptoousegrege shows surface uptake of Zn™Cl, on 
enamel, cementum and amalgam fet: enetration occurs only in the carious 
cementum and around the margins of the leaking filling. (Spec. 737, Neg. 15266; R.A.- 
A436, Neg. 15250.) C: Mesiobuccal cusp of upper first molar shows lack of penetration 
of eramel by Zn“Cls. The stripes of dentin not stained by silver nitrate show slight 
penetration by Zn"Cly. (Spec. 712, Neg. 15366; R.A.-944, Neg. 15349) 
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Table 4 * Penetration of dental structures by radioactive silver"! nitrate 


Tooth Age of 
potient for 
Number | Location (years) loss 


Specimen Penetration® 
Number Plone of Caries | lomelice | Fissures 
section 


lower right 
157 first 
bicuspid 


Unknown 


754 Transverse 
midcrown 
755 Transverse + 


cervical 


Upper right 
158 first 
bicuspid 


Unknown 


Transverse 
midcrown 

758 Transverse + 

cervical 


lower right 
159 first 
bicuspid 


Unknown 


759 Transverse 
midcrown 
760 Transverse + + ~ 


cervical 


* All teeth showed surface uptake of Ag™! on enamel and cementum. Intact enamel was not penetrated but all 


carious areas and fissures were penetrated. All lameliae seen were penetrated. 


t Miscellaneous teeth; two months in 10 per cent Formol. 
t White opaque enamel! penetrated. Stained dentin not penetrated. 


The results of the radioautographic 
study are outlined in Tables 4 and 5. All 
teeth showed a surface uptake of radio- 
active AgNO, on enamel and cementum. 
Intact enamel was not penetrated but all 
carious lesions, fissures and observed 
lamellae were penetrated. Typical radio- 
autographs are illustrated in Figures 7 
to 10. 

Lack of penetration of intact enamel 
is shown in Figure 7, A and B. There is 
surface uptake and penetration of a few 
minute carious lesions and carious dentin. 
The particle of cement in Figure 7, A is 
not penetrated. The specimen of Figure 
7, A is not blackened and does not show 
visual penetration of the stable AgNOs, 
yet the radioautographic density is fairly 
great. This emphasizes the great sensi- 
tivity of the radioautographic method. 
Silver nitrate penetrates beyond the point 
where the eye ceases to see blackening 
of the tooth. Thus, the level of sensitivity 
for visual blackening by stable silver ni- 
trate is much less than that of radio- 
autographic penetration by either radio- 
silver or radiozinc. For example, in the 


zinc specimens, instances were found 
where radiozinc penetrated but stable 
silver nitrate did not. This could be ac- 
counted for by lack of visual penetration 
of stable silver; yet it might still be 
present in the same subvisual amounts 
that is now found for radiosilver. Figure 
7, C is similar; there is surface uptake on 
the amalgam filling and cementum and 
penetration of the occlusal fissure. Pene- 
tration is lacking in the white opaque 
area extending from the mesial contact 
to the dentoenamel junction and from 
which a metamorphosed dentin tract is 
seen extending to the pulp chamber. 
Figure 8, A shows penetration of the 
surface lesions of the enamel as well as a 
strong uptake in the carious dentin. Some 
of the white opacities of the surface are 
not blackened although they were treated 
with ammoniacal silver nitrate of stand- 
ard strength; this was observed in some 
of the radiozinc specimens also. Sim- 
ilar unpenetrated white opacities are 
seen in Figure 8, B. There is a prom- 
inent lamella associated with a surface 
lesion of caries. The uptake is so strong 
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in the carious fissures that the radio- 
autographic density obscures the entire 
central portion. Figure 8, C also shows 
strong uptake in the large area of carious 
dentin, in the occlusal fissures and in the 
adherent periodontal tissues. 

Figure 9 shows an instance in which 
exposed dentin is not penetrated. The 
eburnated dentin, although it is stained 
from previously active caries, is not gen- 
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erally penetrated, visually or by the iso- 
tope. The area of active caries is pene- 
trated by both. Adherent periodontal 
tissue is strongly active. 

The specimen in Figure 10, A shows 
an increased number of enamel defects 
near a large amalgam filling. The defects 
and carious dentin are penetrated both 
visually and by the isotope. 

The radioautograph of Figure 10, B 


Table 5 * Penetration of dental structures by radioactive silver"? nitrate 


Tooth 


Age of 


Specimen Penetration® 


patient 


Number | Location (years) 


Number 


Plane of 


soction lamellae 


Pulpitis 


761 Longitudinal 
outer buccal 
quarter 

inner buccal 
quorter 

Longitudinal 
inner lingual 
quarter 

Longitudinal 
outer lingual 
quarter 


762 
763 


764 


Upper right 


Transverse 
midcrown 

Transverse 
cervical 


Longitudinal 
buccal third 

Longitudinal 
lingual third 


Transverse 
midcrown 

Transverse 
cervical 


lo 


ngitudinal 
mesial half 


Longitudinal 
middle third 


Transverse 
buccal cusp 

. Transverse 
lingual cusp 


* All teeth showed surface uptake of A 


+ ct enamel was not penetrated but 


Ag™ on and 
all carious areas and fissures were penetrated. All” ~ coon were 


¢ Patient C. Z. 
$ Patient E. B. 


leason 
| for 
loss Fissures 
+ - 
Upper right 
160 third 241 + 
molar 
+ - 
765 + + - 
161 second Pulpitis 
molar 766 = + 
Lower left 768 + 
162 first 19 Pulpitis 4, 
molar 770 4+ - 
Upper right 771 + ~ + = 
163 third 2st Pulpitis 
molar 772 + 
Upper right + — 
164 second 25 Pulpitis 774 | 
bicuspid 
Lower left Periodontal 778 + 
molar 
Upper left 780 + oan 
166 second 50 Pulpitis a 


. 
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Fig. 7 + A: Dense surface uptake of Ag'™NOs. Intact enamel not penetrated. 


Carious dentin penetrated. (Spec. 


54, Neg. 15613; R.A.-979, Neg. 15358.) 


B: Dense surface uptake by Ag™NOs with penetration of carious enamel 
and dentin. (Spec. 758, Neg. 15394; R.A.-932, Neg. 15488.) C: Dense surface 
uptake of Ag’’NO; on enamel and cementum, in occlusal fissure and on surface 
of amalgam filling. (Spec. 778, Neg. 15452; R.A.-A345, Neg. 15451) 


shows strong surface uptake, penetration 
of carious dentin and of the opaque area 
of enamel caries. The stained enamel 
and dentin under the opaque area are 
not penetrated. The specimen is not 
blackened in spite of the dense exposure 
of the radioautograph. As in the case of 
Figure 7, A and B the Ag™*NO, was 
carrier-free. 

The amalgam fillings of Figure 10, C 
do not show leaks at the margins either 


by the stable AgNO, or by the isotope. 
The amalgam filling of Figure 10, D on 
the other hand shows a slight penetration 
at the gingival margin by stable AgNO, 
and a dense penetration by the Ag**®. 


PLUTONIUM”®® (+6) 
CITRATE COMPLEX 


A suggestive observation at variance 
with all of the findings in previous sec- 
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Fig. 8 * A: Dense surface uptake o of 


caries, fissure and carious dentin. (. 


Ag™NOs with penetration of incipient enamel 
ec. 771, Neg. 15373; R.A.-A434, Neg. 15340.) 


B: Dense surface uptake of AgNO; on enamel with penetration of surface caries, 
fissures and lamella. (Spec. 765, Neg. 15415; R.A.-A696, Neg. 15355.) C: Surface 
uptake of Ag’™NOs on enamel and cementum, with penetration of cervical enamel 
caries, enamel fissures and carious dentin. Dense uptake by adherent periodontal tissue. 


(Spec. 774, Neg. 15515; R.A.-A433, Neg. 15514) 


tions of this report is found in the 
Pu*** radioautograph of Figure 11. The 
enamel surface was penetrated only a 
short distance but in a narrow parallel 
band. Obvious defects readily stained by 
subsequent immersion in stable AgNO, 
were not penetrated by Pu***. The Pu*** 
solution was acid, pH 4.5, and evidently 
etched the enamel surface as there is a 
complete staining of the otherwise intact 
enamel! surface by AgNO. In Figure 11 
the staining is visible especially along the 
upper, buccal surface. Pu*** (+6) citrate 
is known to complex onto organic mate- 
rial and it is possible that penetration 


was limited by this process. 

The Pu? solution had an activity of 
15.3 microcuries per milliliter. Four hours 
after extraction the moist tooth was 
pumiced, washed, dried and benzene 
washed. It was immersed in the Pu*** 
solution for 33 minutes, placed in a 
vacuum chamber, and the pressure re- 
duced to 20 inches of mercury. The ex- 
cess Pu**® solution was washed from the 
surface with 15 ml. distilled water, de- 
livered in 30 seconds. The tooth was then 
immersed in a 1 per cent ammonium 
oxalate solution, returned to the vacuum 
for 20 minutes, treated with silver nitrate 
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and 10 per cent Formol, surface dried 
and embedded in Selectron. The sections 
were ground under water. The specimens 
are described in Table 6. 


PALLADIUM’”* CHLORIDE 


Two uncleansed teeth were treated with 
a solution of Pd'®*Cl, an hour and a half 


after extraction. The Pd’ solution was 
prepared from a palladium foil target in 
a concentration of 40 per cent Pd*®*Cl.,. 
The activity of the solution was not de- 
termined. The activity of the specimens 
ranged from 100 to 400 counts per min- 
ute. The Pd***Cl, solution was applied to 
the teeth for 14 minutes. Subsequent 
treatment included drying and applica- 


Fig. 9 + A, B and C: Dense surface uptake of Ag'*NOs on eburnated dentin, 
enamel and cementum of upper right third molar. Penetration of the 
eburnated dentin occurs only in an active lesion and not in the stained exposed 
tubuli. Carious enamel and adherent periodontal tissue are penetrated. (A: Spec. 
763, Neg. 15504; R.A.-A335, Neg. 15503. B: Spec. 761, Neg. 15446; R.A.-A334, 
Neg. 15443. C: Spec. 762, Neg. 15374; R.A.-A347, Neg. 15359) 


| \ | 
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Fig. 10 * A: Surface uptake of AgNO: on enamel and amalgam filling; dense pene- 
tration of carious dentin and lingual enamel cracks. (Spec. 781, Neg. 15417; R.A.- 
A543, Neg. 15356.) B: Dense surface uptake of Ag”'NOs: on enamel. No penetration of 
intact enamel. White opaque enamel penetrated; underlying stained enamel and 
carious dentin not penetrated. Exposed mesial dentin penetrated. (Spec. 757, Neg. 
15416; R.A.-931, Neg. 15516.) C: Dense surface uptake of Ag’’NOs on enamel, 
amalgam filling and cementum. No penetration of margins of fillings. Surface caries of 
enamel and adherent periodontal tissue penetrated. (Spec. 768, Neg. 15508; R.A.- 
A349, Neg. 15507.) D: Surface uptake of Ag'*NOs on enamel, amalgam filling and 
cementum. Dense penetration of leaking gingival margin of filling and of adherent 


periodontal tissue. (Spec. 770, Neg. 15506; R.A.-A329, Neg. 15505) 


tion of potassium ferrocyanide solution 
for 10 minutes. Tooth 168 was treated 
with silver nitrate. Both teeth were sur- 
face dried and embedded in Selectron. 

The specimens are described in Table 
7. Figures 12 and 13 show strong surface 
uptake, penetration of all defects and 
lack of penetration of intact enamel. 
Figure 13 shows penetration of several 
lamellae. 


COPPER®™ NITRATE 


Four teeth were pumiced, dried, washed 
with benzene, dried and treated with 


Cu**(NO,). for five minutes. Two of the 
teeth (121, 122) were treated within 10 
minutes after extraction; the other two 
(123, 124) were miscellaneous teeth 
which had been fixed in 10 per cent 
Formol for two months. 

The Cu%*(NO;), solution was pre- 
pared from a cyclotron irradiated copper 
target. The activity of the solution was 
not measured; the activity of the sec- 
tions ranged around 15,000 to 20,000 
counts per minute. 

The treated teeth were dried on ab- 
sorbent paper and potassium ferrocya- 
nide solution was applied for five minutes, 
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washed in running tap water for 30 
minutes and sectioned under water. 
The specimens are described in Table 
8; typical radioautographs are shown in 
Figure 14. Figure 14, A shows. dense 
surface uptake of Cu®* on the enamel 
and cementum. The dentin was exposed 
by bur cuts prior to treatment. The Cu®* 
appears to have penetrated the dentin 
but part of the spreading may be owing 
to halation from the intense penetrating 


Fig. 11 + Strong surface uptake of Pu(+-6) 
citrate complex, pH 4.5, with remarkable lack 
of penetration of enamel structures subse- 
quently stained with silver nitrate. (Spec. 922, 
Neg. 15389; R.A.-A659, Neg. 15455) 


radiation. Figure 14, B also shows lack 
of penetration of intact enamel. The 
occlusal fissure shows a strong uptake, 
as do enamel! defects. The pulp chamber 
was penetrated through an artificial 
opening. Figure 14, C shows dense sur- 
face uptake and penetration of carious 
dentin. 


DISCUSSION 


The fact that every tooth treated with 
these eight isotopes did not show pene- 
tration of intact enamel indicates that 
these compounds have different proper- 
ties from those reported separately.**®"* 
Three classes of substances are evident 
from these studies according to their be- 
havior with enamel. The first (nicotina- 
mide, urea) has the property of diffuse 
penetration of intact enamel. The second 
(calcium, zinc, silver) does not penetrate 
intact enamel but does penetrate every 
damaged portion of a tooth. The third 
group (plutonium***) attaches itself only 
to the surface and does not penetrate 
defects. 

Arrested caries proved to be a difficult 
lesion to penetrate. This has often been 
observed with dyes and acids. All other 
enamel defects and carious lesions of 
dentin were penetrated by all of the iso- 


9. Wainwright, W. W., and Lemoine, F. A. Rapid 
diffuse penetration of intact enamel and dentin by car- 
bon™-labeled urea. J.A.D.A. 41:135 (Aug.) 1950. 

10. Wainwright, W. W. Time studies of the penetra- 
tion of extracted human teeth by radioactive nicotin- 
amide, urea, thiourea, and acetamide. |. Diffuse pene- 
tration from the enamel surface. In press. 

\t. Wainwright, W. W., and Belgorod, H. H. Time 
studies of the penetration of extracted human teeth 
by radioactive nicotinamide, urea, thiourea and acet- 
amide. Il. Penetration of dentin from the pulp cham- 
ber. In press. 
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Table 6 * Penetration of dental structures by radioactive plutonium™® (-+ 6) citrate complex 


Tooth 


Penetration® 


Specimen 


Age of 
patient 
(years) 


Number | Location 


Plane of 
transverse 
section 


lamellae 


Lower left 
third 30 
molar 


227 Pulpitis 


Occlusal 
Midcrown 
Cervical 


922 
923 


* Tooth showed strong surface uptake. Intact enamel and surface enamel defects were not penetrated. 


topes, with the exception of Pu***. The 
penetration of the isotopes corresponded 
with the gross extent of the damaged 
areas. 

In every case there was a surface up- 
take of the radioactive material which 
was not removed by washing in water. 
Lamellae were penetrated by all of the 
isotopes, except Pu***. The frequency of 
enamel tracts penetrated by the isotopes 
and by stable AgNO, was greater in 
older teeth and especially in those which 
had fillings or crowns. Sognnaes** pro- 
poses that all lamellae arise from trau- 
matic cracks and are later filled with 
organic material. Certainly the vulner- 
ability of the tooth is increased by the 
presence of so many permeable tracts. 


The tests of plugging by precipitation 
of radiozinc ferrocyanide show that the 
lamellae are penetrated to the same ex- 
tent as they are by silver nitrate. The 
lamellae were subsequently penetrated 
by AgNO, and cannot be said to be 
plugged in the sense of being imperme- 
able. In a few instances there was ap- 
parent plugging with lack of complete 
penetration subsequently by AgNOs. 
This cannot be interpreted yet as com- 
plete plugging because the radioauto- 
graphic method detects much smaller 


F. Organic elements of the enamel. 
and the histologice! relation- 
! to the o nt framework of the 


Table 7 * Penetration of dental structures by radioactive palladium’ chloride 


Tooth 


Age of 


Specimen Penetration® 


for 
loss 


patient 


Number | Location (years) 


Plane of 


section lamellae 


Lower left 
second 
molar 


Pericdontosis 


Longitudinal 


785 middie third + 


Transverse 
near occlusal — 
Transverse 
near occlusal — 
Transverse 
midcrown - 
Transverse 
cervical + 


787A 
7878 
788 
789 


*All teeth showed surfece uptake of Pd Cl: on enamel and cementum. Intact enamel was not penetrated but 
all carious areas and fissures were penetrated. Al! lamelise seen were penetrated. 


for 
loss Number Caries Fissures 
¥ 
. 
: 
12. Sognnaes, 
IV, The gross m 
ship of the le 
enamel. J. D. R 
| 
leason 
Number Fissures a 
b. 4 
168 lower left 26 Malposed 
third periodontal 
molar abscess 
H 
- 
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Fig. 13 + A and B: Dense 
surface uptake of Pd™Cl, on 
enamel, and dense penetra- 
tion of enamel defects, la- 
mellae and adherent soft 


Fig. 12 + A: Surface uptake 
of Pd™Cl, on enamel. (Spec. 
787A, Neg. 15412; R.A. 
A323, Neg. 15491.) B: Dense 
surface uptake of Pd™Cl, on 
enamel, —- filling and 
cementum. Dense penetra- 
tion at margins of leakin 
amalgam filling and in ad- 
herent periodontal tissue. No 
penetration of intact enamel. 
(Spec. 785, Neg. 15493; 
R.A.-A321, Neg. 15492) 
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Table 8 * Penetration of denta! structures by radioactive copper™ nitrate 


Tooth Specimen 
Age of Reason 
patient for Plane of 
Number | Location (years) loss Number | longitudinal 
section 


Lower right 
second 40 Buccal half 


Lingual half 


Lingual half 


671 Buccal half + 
124 Unknown 672 Lingual half + 


* All teeth showed strong surface uptake of Cu®%(NOs)2 on enamel and cementum. Intact enamel was not pene- 
trated but all carious areas and fissures were penetrated. All lamellae seen were penetrated. 


t Miscellaneous teeth; two months in 10 per cent Formol. 


Fig. 14 * A and B: Dense fa’ apy uptake of Cu“(NO.)s on enamel, cementum and 


dentin of upper left third Dentin exposed with bur prior to treatment. Note 
wide areas of density in the prepared openings indicating spread of radiation and pene- 
tration of dentin. Intact enamel not penetrated. (A: — 671, Neg. 15463; R.A.-768, 
Neg. 15462. B: Spec. 672, Neg. 15458; R.A.-769, Neg. 15457.) C: Dense surface 
uptake of Cu“(NOs)s on enamel, dentin and cementum. Carious dentin trated. 
Intact enamel not penetrated. (Spec. 668, Neg. 15460; R.A.-765, Neg. 15459) 


Penetration® 
Caries Fissures 
= 
121 ee + > ~ 
mola 
. 
Lower right 5 
122 third 24 Pulpitis 668 + 
molar 
lower left 
123 third t Unknown 670 + 
molar an 
molor 
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amounts of the isotope than the eye can 
see in blackening from silver nitrate. 
Thus, subvisual amounts of silver nitrate 
might be present and not be detected. 
Since zinc ferrocyanide does not plug 
completely this data would suggest that 
clinical impregnation treatments will 
need to be repeated at intervals in order 
to maintain whatever caries inhibiting 
effect they may have. The fact that 
lamellae were regularly penetrated in 
teeth not cleansed according to Gott- 
lieb’s' instructions suggests that various 
methods of preparation of the tooth 
surface be tried clinically. The teeth in 
this study were all dried by air blast be- 
fore applying the radiozinc. 


SUMMARY 


1. Calcium* chloride, silver" ni- 
trate, palladium’ chloride, and copper** 


nitrate were found by radioautographic 
examination to penetrate enamel defects, 
lamellae and carious areas. Intact enamel 
was not penetrated although there was 
an uptake on the surface of enamel and 
cementum which was not removed by 
washing. 


2. Zinc**** chloride was precipitated 
by potassium ferrocyanide on tooth sur- 
faces and was found to penetrate lamel- 
lae, carious lesions, fissures and other de- 
fects. Since nearly all of the lamellae 
could be subsequently penetrated by 
stable AgNO, they were not considered to 


be completely plugged. 


3. Plutonium**® citrate complex at- 
tached itself to the surface of enamel and 
cementum but did not penetrate defects 
and carious areas subsequently stained by 
silver nitrate. 


Penetration of radiocalcium at the margins of 


filling materials: a preliminary report 


W. D. Armstrong, M.D., Ph.D., and W. J. Simon, D.D.S., M.S.D., 


* Minneapolis 


Buccal, Class V, cavities were prepared 
in eight wet, sound, extracted, lower 
second bicuspids. Each cavity was filled; 
one with amalgam, one with a gold inlay, 
one with a gold foil, one with an oxy- 
phosphate of zinc cement, one with sili- 
cate and three with acrylic resin. In the 
three teeth filled with acrylic resin, one 
was filled with resin after it had been 
mixed on a slab, one after the resin had 
polymerized for 30 seconds in a sealed 
jar without spatulation and one after the 


resin had polymerized for 30 seconds in 
a sealed jar with spatulation. 

After the fillings were inserted, the 
roots were coated with wax and the clin- 
ical crowns were immersed in a solution 
of radiocalcium (Ca**)' for 48 hours. 


From the University of Minnesota, departments of 
dentistry and physiological chemistry, Minneapolis. 

1. Specific activity 80 MC per gram calcium. This 
radiocaicium was obtained from the Oak Ridge Ne- 
tional Laboratory on allocation from the U.S. Atomic 
Energy Commission. 
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Fig. 1 + The con- 
trol, gold inlay, 
amalgam, gold foil 
and cement speci- 
mens 


Fig. 2 + The silicate and acrylic 
resin specimens 


N-SPATULATED 
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The teeth were then washed with dis- 
tilled water and were embedded in 
methyl methacrylate resin. Horizontal 
cross sections were prepared with a band- 
saw through the widest gingivoocclusal 
portion of the restorations. Radioauto- 
graphs were prepared on Agfa no screen 
film. 

A control was run to determine the 
chance of technical contamination error. 
A wet, sound, extracted tooth was im- 
mersed in radiocalcium and then the 
cavity was prepared and filled with 
acrylic resin. 

The radioautographs of the control 
sample revealed that the technical pos- 
sibility of errors of contamination is 
minimal. They also demonstrated that 
the radiocalcium penetrated the margins 
of all of the filling materials used but in 
varying amounts. The amount of pene- 
tration is shown in Figures 1 and 2. 

Figure 1 shows the radioautographs of 
the control specimen filled with acrylic 
resin, the inlay specimen, the amalgam 
specimen, the gold foil specimen and the 
oxyphosphate of zinc specimen. These re- 
veal no evidence of the absorption of 
radioactive calcium into the filling ma- 
terial with the exception of gold foil and 
there appears to be less penetration of 


the radiocalcium at the margins of the 
amalgam restoration. 

Figure 2 shows the radioautographs of 
the silicate specimen and the three acrylic 
resin specimens. All three of the differ- 
ently mixed acrylic resins had been com- 
pressively retained in their respective 
cavities by means of a continuous band 
matrix until polymerization rendered the 
material hard. The cavities had been 
overfilled so that there was a flashing at 
the margins. The flashing was removed 
30 minutes after the material had set up. 

Figure 2 shows that the silicate resto- 
ration became dehydrated, with resultant 
shrinkage and cracking. In the slab mix- 
ing of acrylic resin no attempt was made 
to control proportions of monomer or 
polymer and the material was inserted in 
the consistency of wet sand. In the spatu- 
lated acrylic resins and in those not spat- 
ulated, a manufacturer’s dispenser was 
used which delivered monomer and poly- 
mer in a ratio of approximately 1 to 3 
by volume. These mixes were placed in 
a sealed jar for 30 seconds and were of a 
“tacky” consistency when inserted into 
the cavity. With the spatulated jar mix, 
definite shrinkage took place in the mid- 
dle third of the restoration adjacent to 
the buccoaxial wall. 


Use of Recorded Knowledge * Failure to make full use of recorded chemical knowledge may 


seriously im 


pede a research program and make it most costly. For whenever helpful information 


and data recorded in the literature are overlooked, it is virtually certain that needless experi- 
mental work will be done in the laboratory. It is a rule with few exceptions that the cost of 


laboratory experimentation is many times greater than that involved in havi 
expert locate the record of previous experimentation. J. W. Perry, Chem. Eng. 


1950. 
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Problems related to occlusion with 
complete upper and partial lower dentures 


The main objectives in the construc- 
tion of complete upper dentures and 
partial lower dentures should be the 
restoration of masticatory efficiency and 
“the perpetual preservation of the re- 
maining structures,” (M. M. DeVan). 
The other objectives, retention, stability, 
comfort, esthetics and patient satisfac- 
tion, should of course be recognized and 
striven for by the operator. The problem 
of occlusion is related to the satisfactory 
completion of the above objectives. This 
problem is simplified if the partial lower 
denture is primarily tooth-borne, for then 
the problems would be comparable to 
those involved in constructing a complete 
upper denture to occlude with a full 
complement of natural mandibular teeth. 
This discussion, however, will consider 
only those problems arising when a pa- 
tient is completely edentulous in the 
upper jaw and has six lower anterior 
teeth. 


An intelligent understanding of oc- © 


clusion presupposes a knowledge of 
mandibular movements for it is during 
masticatory function that the prosthetic 
appliances will be placed under the great- 
est stress. The physiologic act of mastica- 
tion can be divided into incision, the 
actual mastication and finally, the swal- 
lowing of the bolus of food. The lips, 
cheek, tongue, palatal area, all asso- 
ciated musculature and mucosa, as well 
as the teeth and their supporting struc- 


L. E. Kurth, D.D.S., Chicago 


tures are directly related to this masti- 
catory cycle and are dependent on one 
another for its successful completion. 
This paper will be primarily concerned 
with the direction of the forces exerted 
on the teeth and their support during 
the actual mastication of food. This 
mandibular movement can be roughly 
classified in two divisions; the functional 
and nonfunctional movements. There is 
some overlapping of these divisions which 
will be explained later. The nonfunctional 
movements also can be placed in two 
categories: (1) the mandibular glide, or 
movement determined solely by the tem- 
poromandibular articulation and its mus- 
cles and ligaments and the occlusal or 
incisal surfaces of the remaining teeth 
and (2) the “free movements” of the 
mandible where there is no tooth contact. 
Unfortunately, in the past, functional 
mandibular movements have been de- 
scribed as being synonymous with the 
nonfunctioning glide. Theories of occlu- 
sion were based on this nonfunctional 
movement and articulators were devised 
to follow these movements. “It is not for 
one moment disputed that workers who 
use individual measurements of condyle 


Presented before the Section on Full Denture Pros- 
thesis and the Section on Partial Denture Pros’ 
ninety-second annual session the American Dente 
Association, Washington, D.C., October 18, 1951. 


1. Sicher, Harry. Oral anatomy. St. Lowis, C. V. 


Mosby Co., 1949, p. 163. 
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path inclination and adaptable articu- 
lators produce prosthetic occlusion of 
great accuracy. What is here denied is 
that such records contribute anything es- 
sential to the excellence of the result.”* 


THE MANDIBULAR GLIDE 


The mandibular glide has definite char- 
acteristics and its direction of movement 
can be accurately checked.* The free 
movements of the mandible are so varied 
and have such a wide range of possi- 
bilities that tracings can be made in any 
or all directions, being limited only 
by the anatomy of the individual. To 
prevent confusion in the interpretation 
of this or any movement on tracings or 
photographs, cognizance should be taken 


Fig. 1 * Above left: The hori- 
zontal, or top view, is one of the 
three planes of space to which the 
direction of mandibular movement 
should be referred and it is dem- 
onstrated in its relation to the 
skull. Above right: The frontal, or 
front view, demonstrated in its re- 
lation to a skull. Below: The sagit- 
tal, or side view, demonstrated in 
its relation to a skull 


of its plane of projection. Any point 
may be selected to trace the movement 
of the mandible, the most usual one being 
the incisor point which is the contact 
point between the two lower central in- 
cisors. To obtain a complete picture of 
its direction, the movement of this point 
in space must be referred to the three 
planes which are called horizontal or 
top (Fig. 1, left); frontal or front (Fig. 
1, right); and sagittal or side (Fig. 1, 
below). Emphasis on the plane being 
discussed is of paramount importance be- 


2. Craddock, F. W. The accuracy and rene 
value of records of condyle path inclination. J.A.D.A 
38: (June) 1949. 

rth, L. E. Mandibular movements in mastication. 


JADA 29:1769 (Oct.) 1942 
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cause there can be a wide variance of 
direction of this movement encountered 
on each of the three planes. An example 
of this difference would be the tracing of 
the nonfunctioning gliding movement of 
the incisor point of a patient with 32 
teeth in normal occlusion. The tracing of 
the incisor point on the horizontal plane 
would be a graphic delineation of the 
well-known Gothic arch or arrow point 
tracing. If this movement were traced on 
the frontal plane, an inverted V would 
be formed (which has been confused 
with the Gothic arch), while on the 
sagittal plane a line is obtained which 
runs downward and forward. If the pa- 
tient was edentulous and an intraoral 
central bearing screw was used as the 
only point of contact between the upper 
and lower jaw, the tracing of the in- 
cisor point during a nonfunctional glid- 
ing movement of the mandible would 
appear comparable in the horizontal 
plane to the one described here for 
the patient with natural dentition. The 
tracing on the frontal plane, however, 
would be either V shaped or almost a 
180 degree angle, while the tracing on 
the sagittal plane would be a line running 
upward and forward. It can be seen that 
although the tracings on the horizontal 
plane are identical for both the eden- 
tulous individuals and those with natural 
teeth, the tracings in the other two planes 
are the exact opposite (Fig. 2). 


FUNCTIONAL MOVEMENTS 


Functional or chewing movements bear 
no relation to the mandibular glide ex- 
cept at the static position of centric rela- 
tion. A functional movement possibly 
may be comparable to one of the free 
movements. All investigators of the func- 
tional chewing stroke, using many differ- 
ent technics to trace this movement, have 
obtained similar tracings.**’ To interpret 
these tracings or photographs intelli- 
gently, the plane to which they are re- 
ferred should be indicated. Most of the 
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Fig. 2 * Wire models depicting direction of 
the nonfunctional mandibular glide for eden- 
tulous (left) and dentulous (right) individ- 
uals. (Centric is designated by the letter C.) 
Top: Horizontal or top view; center: frontal 
or front view; bottom: sagittal or side view 


investigators have referred this move- 
ment to the frontal or sagittal plane. (The 
author, insofar as is known to him, is 
the only investigator who has referred 
these movements to these planes and also 
included the horizontal plane, the one 
used clinically in dentistry.) The concept 
of the glide and the functional chewing 
stroke being identical is untenable in 
the light of these investigations. The 
functional. stroke, as traced by strobo- 
scopic photographs of an indicator at- 
tached to the incisor point of the lower 
central incisors in the horizontal plane, 
depicts an ellipsoidal tracing posterior to 
centric relation (Fig. 3, above left). In 
the frontal plane, it is elliptic or tear 
shaped, with its apex at centric relation 


4. Boswell, J. V. Practical occlusion in relation to 
complete dentures. J. Pros. Den. 1:307 (May) 1951. 

5. Payne, S. Howard. A study of posterior occlusion 
in duplicate dentures, J. Pros. Den. 1:322 (May) 1951. 

6. Hildebrand, G. Y. Studies in the masticatory move- 
ments of the human lower jaw. (Supp. Vol. 61, Skandinav. 
Arch f. Physiol.) Berlin, Walter DeGruyter & Co., 1931 

7. Jankel , B. Unpublished date. 
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Fig. 3 + Above left: Stroboscopic photograph made of 
the incisor point in the horizontal plane demonstrating 
the functional chewing stroke outside the confines of 
the nonfunctioning mandibular glide which forms the 
Gothic arch. Above right: Stroboscopic photograph 
made of the incisor point in the frontal plane, demon- 
strating the difference between the nonfunctioning glide 
and the actual chewing stroke. The occlusal planes of 
the teeth and the temporomandibular articulation de- 
termine the direction of the glide while only the 
terminal stroke of mastication is determined by centric 
occlusion. The two movements are congruent for a 
very short distance towards centric occlusion. Below: 
Stroboscopic photogtaph made of the incisor point in 
the sagittal plane 


(Fig. 3, above right) , while in the sagittal 
plane it runs elliptically upward and for- 
ward to centric relation (Fig. 3, below). 


third swallow of the bolus of masticated 
food. 


In the frontal plane this movement has 
been measured by Hildebrand,*® and the 
actual glide of the lower tooth against 
the upper tooth into centric position, 
measured in the region of the incisors, 
averaged between 1 and 2 mm. This 
same movement measured in the sagittal 
plane, amounted to a “few tenths of a 
millimeter.” Jankelson’ found that the 
upper and lower teeth did not contact 
during function until after the second or 


PRACTICAL APPLICATION 


The practical application of these func- 
tional movements and the occlusal forces 
to the full upper and parual lower den- 
tures will now be discussed. A study cast 
of the lower jaw is obtained and mounted 
on a suitable surveying instrument, as 
the first step preparatory to the construc- 
tion of a lingual bar. The surveyor has 
been “used to determine the most favor- 


| 


Fig. 4 * Frontal view demonstrating diagram- 
matically the stroboscopic y shown 
in Figure 3, above right. The dotted line, or 
functional stroke, can be said to be almost 
vertical when viewed in this plane 


able path of insertion for the partial 
denture.”* No one denies that this is a 
necessary consideration but it should not 
be the only one. The lower partial den- 
ture is dependent on properly constructed 
and positioned clasps or precision attach- 
ments, stress-breakers, bars, and indirect 
retainers for retention and stability. Since 
the main forces to be exerted on the ap- 
pliance will be during masticatory func- 
tion, another postulate must be added 
for the use of the surveyor; namely, 
that the surveyed model should take the 
direction of these chewing forces into 
consideration. If the operator follows this 
tenet, the appliance so constructed will 
react against these upsetting forces. If 
these forces are not recognized and not 
overcome by the appliance, deleterious 
effects may result to the occlusion with 
subsequent resorption of the residual 
alveolar ridges. 


MASTICATORY FORCES 


These masticatory forces, as demon- 
strated earlier, have different directions 
depending on the plane in which they 
are viewed. Arbitrary statements such as 
“Vertical masticatory stress, upward in 
upper cases, downward in lowers, may 
force the denture into the compressible 
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mucosa, causing loss of the underlying 
alveolar process through resorption,”® 
are not tenable except when viewed in 
the frontal plane. Figure 4 demonstrates 
diagrammatically that the force of mas- 
tication can be stated to be almost verti- 
cal when viewed in the frontal plane, 
but Figure 5, a sagittal or side view of 
the masticatory stroke, demonstrates con- 
clusively that the direction of this mas- 
ticatory force is not vertical but is an 
arc upward and forward. It is unneces- 
sary to repeat the many statements in 
the literature by other authors who say 
that the occlusal force is vertical. Most 
of them make this observation without 
referring to the plane under discussion, 
or they consider the force as being verti- 
cal in either the sagittal or frontal plane. 


8. Boucher, Carl O. Dental prosthetic laboratory 
manual. St. Louis, C. V. Mosby Co., 1947, p. 230. 

9. Schmidt, Arthur H. Partial dentures: planning and 
designing. J.A.D.A. 35:562 (Oct. 15) 1947. i 


Fig. 5 + ae view demonstrating diagram- 


matically the stroboscopic photograph shown 
in Figure 3, below. The mandible, to return 
to centric occlusion (depicted by the dotted 
lines), will follow approximately the direction 
of the lines running upward and forward 
from the incisor point, the second bicuspid 
and distobuccal cusp of the lower second 
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These theories, which are based on the 
false assumption that the direction of 
occlusal force in any one plane is always 
identical with the direction of force in 
another or in all planes, is fallacious and 
unscientific (Fig. 2). Figure 5 graphically 
shows that the functional ellipsoidal 
movement which the incisor point makes 
is greater in both angulation and extent 
than a similar tracing of the tip of the 
lower second bicuspid or the distobuccal 
cusp of the lower second molar because 
of the rotatory component of this move- 
ment. 

In the hypothetical case under dis- 
cussion, the angle which this functional 
movement makes to the horizontal oc- 
clusal plane changes from approximately 
62 degrees at the incisor to 51 degrees 
at the bicuspid and 33 degrees at the 
distobuccal cusps of the lower second 
molar. The direction of force exerted on 
the occlusal surfaces in the sagittal 
plane during function is upward and 
forward against the upper denture and 
downward and backward on the free 
end saddles of the lower partial den- 
ture, this force being of greater mag- 
nitude and angulation toward the molar 
teeth. This masticatory force is exerted 
on the denture bases before the teeth 
come into occlusal contact, for equi- 
librium occurs when the motion of the 
mandible stops either because of occlusal 
contact or when the bolus of food resists 
further movement. The maxillary tuber- 
osities and the palatal vault are admir- 
ably situated anatomically to counteract 
this upward and forward movement of 
the upper denture, while the lingual bar 
and its attachments are the main factors 
to be considered to neutralize the down- 
ward and backward movement of the 
free end saddles of the partial lower 
denture. Is it any wonder that when this 
direction of force is not taken into con- 
sideration in the surveying for the lingual 
bar, the saddle areas of the lower partial 
denture may be forced downward into 
the mucosa? 
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SURVEYING THE MODEL 


The study model of the mandible 
should be placed on the model clamps of 
the surveyor and the surveyor adjusted 
to bring the retromolar areas on both the 
right and the left side to a higher level 
than the incisal edges of the six remain- 
ing teeth. This positioning of the model 
will help to counteract the downward 
and backward displacement of the sad- 
dles of the partial denture during mas- 
tication (Fig. 6). The usual procedure 
of surveying is then followed to deter- 
mine the location of clasps, rests, bar and 
indirect retainers. Three-quarter crowns 
may have to be constructed or other op- 
erative procedures undertaken on the 
abutment teeth to obtain suitable reten- 
tion for the clasps or precision attach- 
ments. All operative work indicated by 
this preliminary survey should be com- 
pleted on the remaining teeth before tak- 
ing the final impressions of the mandible 
and maxilla. 

The master mandibular cast is sur- 
veyed in the same manner as the study 
cast and is prepared for duplication. The 
lingual bar is cast and adjusted to the 
master model. The casting is tried in the 
patient’s mouth. Because of the angle 
in which the cast was surveyed, it should 
be inserted from above and behind the 
abutment, downward and forward into 
position. Well adapted bite-blocks should 
be attached to the bar and an accurate 
base should be constructed on the maxil- 
lary cast as the first step in obtaining 
centric relation. 

The mandible has to be correctly posi- 
tioned to the maxilla in three dimensions 
to achieve centric relation as a starting 
point for the development of occlusion. 
There are many technics to obtain this 
desired result. A central bearing screw 
may be used and an extraoral tracing de- 
vice to obtain a Gothic arch or arrow 
point tracing. The intraoral plate con- 
taining the central bearing screw is luted 
to the maxillary bite-block by means of 


d 


compound. Its opposing plate is also se- 
curely attached to the casting and the 
free end saddles of the mandibular bite- 
block. The central bearing screw is then 
set to a vertical opening which has been 
previously determined. The extraoral 
tracer and its waxed tracing plate are at- 
tached to the upper and lower bite- 
blocks. The patient is instructed to make 
nonfunctional gliding movements of the 
mandible which eventually will describe 
a Gothic arch. The tracing obtained in 
this manner is a nonfunctional move- 
ment, but the centric relation is the only 
point common to both the functional and 
nonfunctional movements of the man- 
dible. 

While the patient holds the mandible 
immobile, with the tracer held in the 
apex of the Gothic arch, plaster is in- 
jected between the intraoral plates to act 
as a check-bite. After the bite-blocks, 
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with the interposed check-bite, are re- 
moved from the mouth, they are securely 
attached to their casts which are 
mounted on an articulating instrument. 
The lateral or protrusive gliding strokes 
of the mandible are unimportant from 
a functional viewpoint, or to set the 
condylar adjustment of an articulator, 
for it is possible to alter the direction and 
extent of the lateral glide tracings by 
changing the plane on which the central 
bearing screw moves from flat to convex 
or concave. The question then arises as 
to what tracing on what plane is the 
correct one for the patient. Therefore, it 
can be said subjectively that the lateral 
nonfunctioning glides are not essential 
for the development of an occlusion. 
Anterior teeth are selected for the 
maxillary denture which will be esthet- 
ically harmonious with the remaining 
mandibular teeth. They should be set up 


Fig. 6 * Left: Study model of the lower jaw mounted on a surveying instrument. 
The arrow depicts the direction of masticatory force in the sagittal plane (see Fig. 


3, below and 


ig. 5). If the model is surveyed in this position, the casting will not 


counteract this force. Partial dentures made to this angle of insertion will more readily 
be forced into the mucosa. Right: The proper positioning of the cast of a free end 
saddle partial denture preparatory for surveying. The retromolar pad is higher than 
the incisal plane. The white arrow depicts the direction of masticatory forces in this 
plane; the dark arrow is the line of insertion of the partial denture to counteract 


these forces 
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Fig. 7 * Frontal plane of the resultants of 
masticatory forces (dotted arrows) which are 
exerted on the denture bases during the chew- 
ing of a bolus of food. Stability of the upper 
denture will be increased by this positioning 
of the occlusal surfaces of the posterior teeth 


so there is no contact with the lower 
teeth when they are in centric occlusion. 
An overjet of more than 2 mm. is de- 
sirable in all instances, this distance be- 
ing dependent on the anatomic and 
esthetic considerations for each individ- 
ual case. Whether to use anatomic or 
nonanatomic posterior teeth is a matter 
of individual preference for both will 
function if correctly set up. Nonanatomic 
posterior teeth’ set to an occlusal plane 
determined by the lower anterior teeth 
can be used. These teeth are set to this 
plane without any curve of Spee from 
the sagittal view. From a front view, 
however, the buccal margin of the lower 
teeth should be at a higher horizontal 
level than their linguoocclusal margin 
(Fig. 7). From a top or horizontal view 
the lower posterior teeth should be placed 
so that the forces of occlusion would be 
centered lingually to the crest of the 
ridge. The upper posterior teeth are cor- 
respondingly set to these lower teeth. The 
resultants of forces of mastication applied 
to the occlusal surfaces of the teeth in 
centric relation, before equilibrium is 
reached, invariably are at right angles to 
these occlusal surfaces. By setting the 
teeth in this manner, these resultants will 
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aid the stability of the upper denture dur- 
ing mastication. 

The maintenance of this occlusal con- 
tact and the preservation of the remaining 
structures is an important part of pros- 
thetic service. If vertical dimension is 
lost, a forward movement of the man- 
dible will occur with a possible destruc- 
tion of the maxillary anterior ridge es- 
pecially when the lower anterior teeth 
come in contact with the upper denture. 
Therefore, continuing observation of 
these patients is essential and relines or 
rebases of the dentures should be done 
whenever necessary to preserve the orig- 
inal occlusion. 


SUMMARY AND CONCLUSION 


1. The objectives for the construction 
of a complete upper denture and a 
partial lower denture were stated and the 
restoration of masticatory efficiency 
through correct occlusion and the preser- 
vation of all the remaining structures 
were considered to be the most im- 
portant objectives. 

2. The mandibular movements were 
classified and emphasis placed on the im- 
portance of designating the planes of 
space under discussion. 

3. The functional and nonfunctional 
movements of the mandible were de- 
scribed. 

‘4. The masticatory force simulates a 
vertical direction in the frontal plane. 
In the sagittal plane the direction of 
this force runs upward and forward. The 
resultant force which would be applied 
to the lower partial denture would be 
downward and backward. 

5. The surveyor should be used in 
the construction of lingual bars for free 
end saddle partial dentures primarily to 
counteract the direction of masticatory 
forces downward and backward. This is 
accomplished by positioning the model 


10. Kurth, L. E. Anatomic and non-anatomic teeth. 
JA.D.A, 31:35 (Jan.) 1944. 
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preparatory to surveying so that the 
retromolar areas will be at a higher 
horizontal level than the remaining ante- 
rior teeth. (This positioning would be 
reversed for a maxillary model with free 
end saddles. ) 

6. The resultants of masticatory force 
on the occlusal surfaces, as viewed in the 
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frontal plane, should be utilized to in- 
crease the stability of the upper denture. 

7. Continued observation of the oc- 
clusion is essential and relines or rebases 
of the prosthetic appliances may be nec- 
essary to preserve the original plan of oc- 
clusion. 

25 East Washington Street 


Problems related to the construction of 


complete upper and partial lower dentures 


Stanley G. Standard, D.D.S., New York 


The problems involved in constructing 
replacements consisting of a combination 
of full upper and partial lower dentures 
are of interest to all general practitioners 
because need for this type of replacement 
is so frequently encountered. It has been 
observed that the loss of teeth follows a 
fairly definite pattern. During young 
adult life some posterior teeth may be 
lost in either the upper or the lower jaw 
or in both. In some instances these miss- 
ing tecth have been replaced with either 
fixed or removable appliances. The his- 
tory of too many of these cases shows 
a breakdown of supporting abutments 
with subsequent loss of these teeth and 
extension of the appliance, until, in later 
adult life, all the upper teeth, together 
with most of the lower posterior teeth, 
are lost. The lower anterior teeth and the 
bicuspids seem to be more resistant to 
the influences which caused the loss of 
the other teeth, so that the combination 
of a full upper and a partial lower re- 
placement is common. 

Before attempting any dental operation 
a proper evaluation and diagnosis’ must 


be made. This can be accomplished best 
with the aid of full mouth roentgeno- 
grams, and study models mounted on an 
articulating instrument, together with a 
clinical examination of the mouth. This 
will give a complete picture of oral con- 
ditions; one that can be obtained in no 
other way. 

In the edentulous maxillary arch, 
roentgenograms will reveal the presence 
of root fragments or unerupted teeth, the 
presence of areas of residual infection, 
sharp, spinous spiculae of bone; all of 
which require surgical intervention to 
provide a base suitable for the reception 
of a full denture. Study models will aid 
in determining the necessity of reducing 
undercut areas and prominent tuberosi- 
ties. Study models also will disclose low 
muscle attachment, a frenum that may 
interfere with retention which would re- 


Presented before the Section on Full Denture Pros- 
thesis and the Section on Partial Denture Prosthesis 
ninety-second annual session of the American Dental 
Association, Washington, D.C., October 18, 1951. 
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quire incision or excision and the depth 
of the vault. 

In the partially edentulous mandibular 
arch, roentgenograms are essential in. de- 
termining the health of the remaining 
teeth and their ability to support and 
retain a partial denture. The length and 
size of the roots of the abutment tecth, 
together with the amount of enveloping 
alveolar bone, must be considered. Prop- 
erly prepared and mounted study models 
will reveal clearly the relation of the 
mandibular arch to the maxillary arch 
and indicate what modifications of the re- 
maining teeth are required to restore a 
correct occlusal plane. 


BASIC REQUIREMENTS 


Six essential requirements for the con- 
struction of a satisfactory denture are: 


1. A reproduction in some artificial 
media, usually artificial stone, of all the 
supporting and retentive tissues of the 
jaws. 

2. Normal vertical dimension. 

3. Correct centric relation. 

4. Correct position of artificial teeth. 

5. An occlusal plane in harmony with 
the patient’s own condylar excursions. 

6. Esthetics. 


To accomplish the first requirement, all 
anatomical structures involved must be 
clearly understood, so that an impression 
of these structures will produce a model 
representing the actual conditions exist- 
ing in the mouth with definite limits of 
coverage. Today this recording of the 
denture base in its undistorted position is 
an accepted basic requirement.** By the 
close adaptation of the base to the tissue, 
retention and stability are obtained. One 
factor frequently overlooked is the rela- 
tion of the peripheral borders to the re- 
flection of the mucosa. The peripheral 
borders must be so defined that all spaces 
remaining when muscles are contracted 
are completely filled by the denture 
border. The border should intimately 
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contact the tissues outside as well as in- 
side. It is by this intimate peripheral 
contact that additional retention is ob- 
tained. 

The method of reproducing the area 
to be covered by a full denture has been 
the subject of study and research through 
the years.‘ The literature indicates that 
plaster of Paris was the material of choice 
in the early days. The early teachers used 
plaster of Paris in well shaped metal trays, 
corrected, when necessary, with wax or 
modeling compounds. 

Next came a group who followed the 
work of J. W. Greene who advocated the 
use of modeling compound in metal trays. 
Because of the inability of many dentists 
to master the technic of handling com- 
pound properly, a method of using this 
compound impression as a tray to carry 
a final plaster wash was introduced. 

In later years the method of processing 
a special tray of vulcanite, plastic or shel- 
lac base material was adopted.* 

Today, the accepted method is a pre- 
pared oversize tray of plastic, either of the 
self-processing variety or a plastic sheet, 
heated and pressed on to the model. This 
tray is further modified by wax or model- 
ing compound so as to produce a well- 
defined peripheral border. The impres- 
sion material is either zinc oxide cement 
or alginate. 


MAXILLARY IMPRESSION 


The condition of the tissues is determined 
by digital examination. After this ex- 
amination, the operator can decide the 
type of material to be used for the pri- 
mary impression. If the mucosa is firm, 


2. Denen, H. E. Negative pressure impressions for 
full dentures. J.A.D.A. 31:888 (July) 1944. 

3. Boucher, C. O. Impressions for complete dentures. 
JA.D.A. 30:14 (Jan.) 1943. 

4. Pryor, W. J. Evaluation of several is denture 
impression technics. J.A.D.A. 37:159 

5. Smith, E. S. A comparison of some methods 
impressions for full dentures. DA 18:1123 
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modeling compound is the material of 
choice. If the tissues are flabby and easily 
displaced, an alginate should be used. 
The posterior extremity of the denture 
base is located on the palate and is 
marked by indelible pencil. This is trans- 
ferred to the primary impression so that 
the finished tray is exactly the right 
length. This is accomplished by having 
the patient say “ah.” An indelible mark 
is placed at the junction of the hard and 
soft palate, slightly distal to the fovea 
palatinus. The hamular notches on either 
side are located and these points con- 
nected by a line on the vibrating part of 
the palate. This line will be plainly trans- 
ferred to the white alginate. In cases 
where red compound is used, a piece of 
white tape is placed on the rear of the 
impression. The impression is replaced in 
the mouth and the line transferred to the 
tape. The impression is then trimmed to 
this line before the model is poured. 


PREPARATION OF THE TRAY 


The primary model is outlined for prepa- 
ration of the tray in the following man- 
ner. A line is drawn completely around 
the periphery, approximately 4 mm. 
short of possible muscle attachment as 
indicated on the primary model. This is 
to indicate the limits of the spacer. One 
thickness of baseplate wax is adapted to 
the model and trimmed to this line. If soft 
or pendulous tissue is present, an addi- 
tional thickness of wax is used. Over this 
is adapted one of the self-processing 
acrylics, extending 2 mm. beyond the 
peripheral.borders of the spacer, but still 
short of muscle attachments (Fig. 1). A 
suitable handle is provided. 

This tray is then carefully fitted in the 
mouth and the posterior border is checked 
to see that it ends in the proper position. 
The peripheral borders are checked for 
muscular interference as the tray must 
not contact contracted muscles. Low fus- 
ing green stick compound is attached 
with dry heat to the entire peripheral 
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Fig. 1 * Oversize clear plastic tray 


border of the tray and across the postdam 
area. 

The tray, with softened compound, is 
placed in the mouth and the patient is 
requested to open wide, thereby stretch- 
ing the muscles. The compound is chilled 
and the tray removed. The peripheral 
borders are then further adapted, section 
by section, until a well-defined border is 
obtained (Fig. 2, above left). Excess com- 
pound extending beyond the posterior 
border is cut away. 


COMPLETING THE IMPRESSION 


Holes are now bored in the palate and 
labial segments of the tray, with a no. 8 
bur. Excess compound is removed from 
the inner surface of the tray and the 
labial surface of the compound border is 
lightly scraped (Fig. 2, above right). A 
mouth-temperature impression wax is 
painted over the palate area of the tray 
with no. 3 camel’s hair brush. 

The tray with wax is reinserted in the 
mouth and an impression of the palate 
area is obtained. The purpose of this wax 
impression is twofold; to provide a stop 
for the tray and to create slight displace- 
ment for those tissues which will tolerate 
such displacement. 

The final impression is obtained by lin- 
ing the tray completely, including borders, 
with a zinc oxide paste or alginate (Fig. 
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2, below). The tray with impression ma- 
terial is then inserted in the mouth with 
sufficient pressure to send it to place. 
Pressure is then released. 

When the paste is beginning to set, 
the patient is requested to contract the 
muscles of expression. When the impres- 
sion paste is thoroughly set, the impres- 
sion is removed. Before inserting the tray 
with zinc oxide impression material, ropy 
saliva should be cut by using a mouth- 
wash of aromatic ammonia. If alginate is 
used, the mouth should be thoroughly 
dried. This type of impression should 
satisfy the first requirement; that is, exact 
reproduction of all the supporting and 
retentive tissues of the upper jaw. 


PARTIAL LOWER DENTURE 


In dealing with the problem of com- 
bining a full upper denture with a partial 


Fig. 2 * Above left: Tray with defined 
muscle trimmed peripheral borders. Above 
right: Impression of palate area only in 
mouth temperature wax. Note holes through 
tray. Excess compound has been removed 
from inside tray, borders lightly scraped 
ready for final impression. Below: Impression 
completed in alginate 


lower denture, it is necessary to decide 
what modifications of the remaining teeth 
of the partially edentulous lower jaw are 
required. Since some teeth are present in 
the lower jaw, an occlusion is already 
established. The occlusal plane is seldom 
one that can be used satisfactorily, with- 
out some change. It is essential, therefore, 
to have roentgenograms and study models 
to afford proper evaluation and diagnosis. 
The type of partial denture to be con- 
structed must be considered. It may be 
one with clasps. If so, what type of clasp? 
And what teeth are more suitable for 
clasping? Their ability to withstand ad- 
ditional forces must be determined and 
their relation to the stability of the partial 
denture. Where shall the rest be placed? 
Is indirect retention needed and where 
should it be placed? Do teeth to be 
clasped require protection, such as gold 
inlay, three-quarter gold crown or full 


* 


cast crown? If clasps are to be used on 

anterior teeth, shall an inlay be placed 

to receive a lug or shall the lingual arm 

of the clasp be carried over the incisal 
? 


If internal attachments are indicated, 
what type of castings are needed? Should 
three-quarter gold crowns, full cast 
crowns or plastic veneer gold crowns be 
used? Or perhaps a combination of clasps 
and internal attachments may be indi- 
cated. Roentgenographic study of the 
pulp should be made to determine the ex- 
tent to which the tooth may be cut. 


CLASSIFICATION OF 
PARTIAL DENTURES 


Before attempting to reproduce the struc- 
tures involved in the lower partial 
prosthesis, the fact must be considered 
that two kinds of tissue are involved: 
one, the hard, unyielding teeth, and the 
other, the resilient mucosa of the eden- 
tulous spaces. Here the operator is faced 
with the problem of distributing and 
equalizing the forces of mastication over 
these two distinct kinds of tissue. Partial 
dentures have been divided into three 
general classifications: tooth-borne; tis- 
sue-borne and tooth and tissue borne. 

The first two types of partial dentures 
do not create too great a problem with 
regard to equalization of stresses. In 
tooth-borne prostheses, the problem is 
primarily one of support and retention 
with proper distribution of forces over the 
remaining teeth. 

Tissue-borne partial dentures, which 
are those involving the retention of not 
more than three of the patient’s own 
teeth, are handled similarly to a full den- 
ture. That is, support is obtained by 
proper adaptation and extension with 
definite peripheral borde;s. The teeth re- 
maining are used only for stabilization. 

With appliances borne by both tooth 
and tissue, another question arises over 
the best means of equalizing ridge and 
tooth support. 
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Articles published on partial denture 
construction indicate that there are three 
distinct schools of thought.* 


1. Those who believe that stress be- 
tween resilient tissues and teeth can best 
be equalized by the use of some form of 
stress-breaker. 

2. Those who believe that equalization 
of stress can best be accomplished either 
by the impression—that is, the impres- 
sion of the ridge area taken under a mod- 
erate degree of pressure, while the teeth 
are recorded in a free flowing elastic ma- 
terial—or by physiologic rebasing after 
the denture has been processed. 

3. Those who advocate the distribu- 
tion of stress over all or most of the re- 
maining teeth as the best measure of 
reducing stress over any one part. 


Each method has proponents who have 
written many scholarly articles in sup- 
port of their particular contention. 

All of these methods have certain ad- 
vantages. Their use would depend pri- 
marily on the type of partial denture to 
be constructed. With precision attach- 
ments, which hold the saddle firmly to 
the abutment teeth in partial dentures 
borne by tooth and tissue, some form of 
stress-breaker should be utilized. Where a 
clasp is used or a modified type of semi- 
precision attachment is used, stress-break- 
ers serve no useful purpose. 

The danger of physiologic rebasing, or 
pressure-impression, is overstimulation of 
the tissues under function which will re- 
sult, in time, in loss of bony support. It 
is recognized that slight denture motion 
during function produces a stimulating 
and favorable response of the tissue sup- 
porting a denture, while excessive motion 
or force applied to this tissue will result 
in resorption of bony support with crea- 
tion of further untoward sequelae. 


6. Steffel, V. L. Fundamental principles involved in 
partial denture design. J.A.D.A. 42:534 (May) 1951. 
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MODIFICATION OF LOWER 
OCCLUSAL PLANE 


When a patient has arrived at a point 
where all upper teeth and most of the 
lower teeth have been lost, the remaining 
lower teeth frequently have drifted, tilted 
or extruded. This provides a plane quite 
unsuited to the stabilization of an upper 
denture or the proper replacement of 
teeth in missing spaces, without consider- 
able modification. Frequently a second or 
third molar is present on one or both 
sides. These teeth are often tilted at an 
angle that makes them unsuitable for 
clasping. Some anterior teeth may be ex- 
truded while others show wear. 
Roentgenograms and study models 
make it possible to determine whether the 
tilted molars have sufficient bony support 
to permit their utilization as the posterior 
anchors of the partial denture. If so, they 
should be retained and the proper rela- 
tion of them to the other teeth and the 
occlusal plane obtained by the use of cast 
gold crowns. Extruded anterior teeth 
should be ground to normal length. Teeth 
out of the plane of occlusion, either buc- 
cally or lingually, should be realigned by 
proper restorations or extracted. If a 
clasp partial denture is contemplated, 
the teeth to be clasped are selected and 
positions of occlusal rests marked, so that 
vertical forces applied will be in the di- 
rection of the long axes of the teeth, 
including the anterior teeth. An occlusal 
rest should never be placed on the in- 
clined surface of an anterior tooth. Ver- 
tical forces applied to this tooth, with a 
rest so placed, will result in the labial 
movement of the tooth, in loss of vertical 
support, resorption of bone around the 
tooth and eventual loss of the tooth. 
Rests on anterior teeth should be car- 
ried over the incisal edge, either mesially 
or distally into a properly prepared in- 
cisal rest. Here it is better to utilize the 
mesial-incisal angle for the rest because 
this permits the construction of a clasp 
with less bulk. 
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Although it is recognized that such 
rests may have the disadvantage of show- 
ing a small amount of metal, other bene- 
ficial results will more than offset this 
disadvantage. 


EXPLANATION TO PATIENT 


All the information obtained from a study 
of the models, together with a diagnosis 
and prognosis should be communicated to 
the patient before any work is attempted 
in the mouth.’ Too often dentists are 
prone to take for granted that because 
they, as dentists, understand the need for 
certain operations, such as grinding of 
teeth for rests and to improve the oc- 
clusion, therefore, the patient does also. 
With adequate explanation and demon- 
stration on study models the dentist often 
will have a more cooperative patient, one 
who will willingly agree to operations 
which he, in his own mind, formerly 
may have considered unnecessary or 
harmful. 

All procedures, as outlined on the study 
models, are carried out. Tilted molars or 
bicuspids are realigned by cast gold or 
plastic veneer crowns. Lug seats are cut 
into wax patterns before casting and all 
the occlusal rest positions are prepared. 
The marginal ridge, where the lug will 
rest, is cut to provide a sufficient thick- 
ness of metal, and the rest is slanted 
toward the center of the tooth, so that the 
occlusal forces will tend to hold the clasp 
in close relationship to the tooth. Ante- 
rior teeth may have inlays or three- 
quarter crowns for the purpose of receiv- 
ing lugs, or an incisal rest must be pre- 
pared. Wherever a tooth is ground the 
area must be polished. The occlusal table 
of all castings should be reduced in width 
so as to provide a better relation to the 
upper artificial teeth, and to reduce stress 
in these areas. 


7.. DeVan, M. Methods of procedure in @ 
nostic service to the edentulous patient. J.A.D.A. 29: 
1981 (Nov.) 1942. 
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PARTIAL LOWER IMPRESSION 


With these preparations complete and 
with castings in place, the operator is 
ready to take an impression. This can 
be obtained readily with alginate or hy- 
drocolloid. Sometimes it is desirable not 
to cement the cast crowns but to remove 
them with the impression. This permits 
the use of a deeper and more precise lug 
seat. It also permits the realignment of 
the walls of the castings thereby giving a 
better path of insertion. 

When the castings are to be removed 
in the impression, a small amount of 
compound should be placed in the tray 
over the area of castings and anterior 
teeth, to act as a stop. An impression of 
the occlusal surfaces of these teeth and 
castings is taken in the compound. Excess 
compound is cut away so that only the 
imprint of the occlusal surface and the 
incisal edge of the teeth remain. The im- 
pression tray, with the alginate, is then 
carried to place until it rests on these 
compound imprinted areas. This com- 
pound impression permits the placement 
of the castings back in the impression, in 
a definite seat. 

Partial dentures with clasps constitute 
the majority of partial restorations. They 
are easier to construct and obviously 
much less costly. They may be so con- 
structed that they will not bind the den- 
ture rigidly to the abutment teeth and 
thus permit some degree of mobility in 
prostheses borne by tooth and tissue and 
reduce the strain on the abutment teeth. 

The most serious objections to the clasp 
type of denture are the poor esthetic 
effect and the tendency to cause caries of 
the abutment teeth, because food is held 
in contact with the teeth when proper 
care and mouth hygiene are not observed. 


“STABILIZING SQUARE SEAT” 
ATTACHMENTS 


To overcome these disadvantages and to 
utilize the favorable factors of internal 
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attachments, we have been using, for 
many years, what we call a “stabilizing 
square seat attachment.”* This consists of 
a three-quarter crown, into which is cut 
a deep lug seat or slot extending the full 
length of the crown on the mesial or 
distal surface, as conditions require, and a 
lingual Roach-type clasp set into a hori- 
zontal groove on the opposite side of the 
three-quarter or full crown. 

The lug seat or slot has squared parallel 
walls. It is not keyed in, thus permitting 
the male member to move in a horizontal 
as well as a vertical direction. This pro- 
vides a positive seat for the male portion 
attached to the denture to rest in and 
transmit the force of mastication to the 
supporting teeth in the direction of the 
long axis of the tooth. The fact that the 
male portion of this type of attachment 
is permitted to move horizontally obviates 
strain on the supporting teeth in dentures 
borne by tooth and tissue. 

The advantages of this type of con- 
struction are as follows: 

1. Abutment teeth are protected 
against decay. 

2. Labial clasp arms are eliminated 
for better esthetics. 

3. Horizontal strains are minimized 
because the attachments, when properly 
seated, exert no pressure against the 
tooth. 

4. It provides its own stress-breaking 
in dentures borne by tooth and tissue. 

5. It is comparatively simple to con- 
struct and less costly than a precision at- 
tachment. 


CONSTRUCTION OF ATTACHMENTS 


The minimum coverage of the abutment 
teeth should be a three-quarter gold 
crown. A full or plastic veneer crown is 
preferable. Observation of a number of 
these cases, over a period of years, indi- 


8. Standard, S$. G. Functional removable partial 
dentures with stabilizing seat attachments. New York 
D. J. 14:92 ‘Feb.) 1948. 
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Fig. 3 * Tool for making sleeve against die 
preliminary to waxing of three-quarter crown 


cated some errors, not in the principle, 
but in the application. Under certain 
conditions it was not always possible to 
have the end of the lingual arm in direct 
apposition to the slot, and so the teeth 
showed a tendency to move away from 
the lug. 

In order to prevent this condition, an 
additional seat on the opposite side of the 
casting is prepared. The lingual arm 
forming the retentive clement of this at- 
tachment is taken off from the linguo- 
occlusal angle of the casting, and is 
curved downward toward the gingiva and 
then upward toward the opposite side, 
ending in a depression previously pre- 
pared in the casting. This design works 
excellently in stabilizing the abutment 
teeth. 

The teeth selected for abutments are 
prepared. If a three-quarter crown is to 
be used, boxes are cut in the mesial and 
distal walls of sufficient depth and width 
to accommodate sleeves to be placed in 
the casting (Fig. 3). If a full crown is 
planned, the walls are sufficiently tapered 
so that the sleeves will be within the cir- 
cumference of the casting. Impressions of 
these preparations are taken. Dies are 
made and transfer copings prepared. 

With transfer copings in place and 
properly seated, an impression can be 
taken (Fig. 4). Plaster of Paris is used 
to insure accuracy in seating the copings 


with the dies in place. Here again, the 
operator must be sure that the impression 
takes in all the teeth and ridge areas to 
be covered by the saddles of the partial 
denture. An accurate reproduction of the 
retromolar area, together with the lingual 
and buccal flange areas is necessary. 


RETROMOLAR AREA 


The retromolar pad, or pear shaped area, 
is of great significance in both full den- 


tures and partial dentures with exten- 
sion saddles.* This structure acts as the 
posterior support of a saddle, absorbing 
occlusal stress that would otherwise re- 
sult in bony resorption. Careful study of 
the anatomy of this region will make the 
importance of its use to support the heels 
of a full or partial denture apparent. 

This elevated triangular region of bone 
over the obliterated third molar socket is 
the result of deposition of bone mesially 
and the retention of the distal wall of the 
third molar socket. This bony region 
furnishes the attachment for muscles and 
other structures identified with the pha- 
ryngeal wall. The surface appearance is 
similar to soft tissue found elsewhere on 
the edentulous ridges. This mucous tissue 
is underlaid with dense fibrous elastic 
tissue, with numerous mucous glands in 
its deeper strata. 

In order to be sure of obtaining the 
full limits of the lingual flange area with 
a free flowing material such as plaster of 
Paris, it is often necessary to adapt wax 
to the lingual flange of the tray in order 
to depress the floor of the mouth when 
taking the impression. 

The same principle, as to border 
termination in full dentures, should be 
observed in partial dentures with exten- 
sion saddles. That is, all borders must end 
in soft tissue. If the lingual flange of the 
extension saddle or partial dentures ends 
against a prominent mylohyoid ridge, the 


9. Swanson, J. H. Retromoler area and its relation 


to adjacent structures. J.A.D.A. 29:44 (Jan.) 1942 
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result always is painful to the patient and 
creates considerable difficulty for the 
operator in relieving it. The impression is 
sectioned and removed. The transfer cop- 
ings, with dies, are placed in position and 
model is poured. This satisfies the first 
requirement for the lower partial den- 
ture; that is, the accurate recording of 
all teeth and tissues in a normal and 
undistorted position. 


TENTATIVE CENTRIC RELATION AND 
VERTICAL DIMENSION 


Stabilized baseplates are prepared on the 
upper and lower models and a wax bite- 
rim attached. Stabilized baseplates now 
can be made of self-processing plastic, or 
by pressing a thin sheet of plastic on to 
the model. Shellac baseplates need no 
longer be used. However, if it is found 
necessary to use this latter material, it 
should be stabilized either with modeling 
compound or one of the zinc oxide im- 
pression pastes. 

The upper wax bite is trimmed to in- 
dicate the length of the upper teeth, and 
an occlusal plane*® established in the wax 
in the usual manner; that is, a plane 
parallel to an imaginary line drawn hori- 
zontally through the pupils of eyes, and 
anteroposteriorly, paralleling a line from 
the tragus of the ear to the ala of the 
nose. 

The upper biterim also is trimmed to 
accommodate the normally relaxed posi- 
tion of the upper lip and to create 
proper fullness. This wax bite plane is 
used by the laboratory technician as a 
blueprint to indicate the length and 
width of the anterior teeth and their 
position relative to the arch. 


IMPORTANCE OF CORRECT 
VERTICAL DIMENSION 


These wax biterims are used to register a 
tentative centric relation and vertical di- 
mension. Correct vertical dimension plays 
an important part, not only in the im- 
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Fig. 4+ Plaster impression with copings and 
dies in place 


proved appearance of the patient, but 
also in the comfort derived from dentures 
in function. Establishment of vertical di- 
mension is too often a guess. Niswonger™ 
and Thompson” have shown that the 
physiologic rest position of an adult is 
constant and can be used as a landmark 
in arriving at a correct vertical dimen- 
sion. By measuring the physiologic rest 
position, it is necessary only to reduce 
the measurement sufficiently to provide a 
freeway space of from 2 to 5 mm. de- 
pending on the exigencies of the case. 
Boos** has demonstrated by the use of 
a gnathodynamometer that muscles of 
mastication function at maximum force 
of contraction when there is a critical © 
point between the origin and insertion. 
This power point is closely related to the 
physiologic rest position. A vertical di- 
mension established at a height greater 
than this physiologic rest position not 
only creates a problem of clacking teeth 
during conversation but will result in 
considerable pain over the ridges. If the 
patient is persistent enough to continue 


10. Heisler, Theory of establishing the of 
occlusion for’ both and 
JADA. 31:37 (March) 


li. Niswonger, M. E. 


ition of the mandible 
21:1572 (Sept.) 1934 


12. Thompson, J. R. The rest position of the mandible 
to dental science. J.A.D.A. 33 


relation established by 
biting power. We 27:1192 (Aug.) 1940. 
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wearing the dentures, nature’s attempt 
to restore normal muscle function will 
result in atrophy of the bases and loss of 
vertical dimension, until the normal free- 
way space is restored. Conversely, too 
great a closure™* of the bite from the 
physiologic rest position results in loss of 
biting power. Sagging muscles not only 
cause facial deformity but also a degree 
of atrophy from lack of proper function. 

The best results are obtained when a 
vertical height is close enough to the 
physiologic rest position to permit the pa- 
tient to make the “m” or “s” sound with- 
out making tooth contact. This is usually 
a distance between the upper and lower 
first bicuspids of not more than 3 mm. 
The upper and lower biterims are 
trimmed to this pre-established height. 
These bases with rims attached are in- 
serted in the mouth and the patient is 
instructed to close his jaws in centric re- 
lation. It is not important that this centric 
relation be exact at this time as it will be 
corrected later. The upper baseplate and 
biterim is also used to obtain a face-bow 
registration. 


FACE-BOW REGISTRATION 


The use of the face-bow seems to be a 
controversial issue. Some practitioners 
advocate the use of the face-bow in every 
instance where an adjustable articulator 
is used. However, doubts have been ex- 
pressed by some prosthodontists as to the 
value of this instrument. It seems logical 
to assume that, unless the various inclined 
planes established on the occlusal sur- 
faces of the teeth in the process of ob- 
taining a balanced occlusion on an 
articulating instrument are obtained at 
the same relative plane on the articulator 
as in the mouth, the occluded teeth will 
not follow the same pathways. 

With this face-bow registration, tenta- 
tive centric relation and vertical dimen- 
sion, the full upper model and partial 
lower model are mounted on an adjust- 
able articulator. 
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CORRECTED CENTRIC RELATION 


A correct centric relation is registered by 
the use of a Gothic arch tracing device,** 
either intraoral or extraoral, with a cen- 
tral bearing point. There are any number 
of these instruments on the market. The 
principle of the central bearing point is to 
equalize muscular force in closing. Cen- 
tric position should be taken with a 
minimum of muscular action, with just 
sufficient contraction to keep the central 
bearing point in contact with the metal 
plate. Observation of the Gothic arch 
tracing is helpful in determining when 
the patient’s jaws are in centric relation. 
Usually if the patient moves the lower 
jaw anteroposteriorly for fully two min- 
utes, the muscles become fatigued and a 
correct centric relation can be obtained 
readily. To make the bases secure plaster 
of Paris may be injected between the 
rims as a means of locking them. 

The lower model is removed from the 
articulator and reset in the correct centric 


position. 


DESIGN OF PARTIAL DENTURE 


The model of the lower partial denture, 
with castings in position, is duplicated in 
some refractory material and the frame 
designed (Fig. 5). If the partial denture 
is completely tooth-borne, metal saddles 
can be used to advantage. But when a 
partial denture with saddle extension is 
borne by tooth and tissue, the saddle 
should be in acrylic, not only to reduce 
the weight of the denture, but also to 
permit periodic rebasing. 

A metal frame is sometimes designed 
for a partial denture with saddle exten- 
sion and stabilizing seat attachments on 
the abutment teeth. In this case, a con- 


14. Rogers, W. M., and Applebaum, —. Changes in 
the mandible following closure of the bite with par- 
ticular reference to edentulous patients. J.A.D.A. 28: 
1573 (Oct.) 1941. 

15. Simpson, Homer. Registration of centric relation 
genes denture prosthesis. J.A.D.A. 26:1682 (Oct.) 
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Fig. 5 * Left: Model of mandible with castings in place. Right: Completed partial 


denture seated on model 


tinuous clasp, or rather a strap, is used. 
This continuous strap, or clasp, has also 
created considerable controversy. Some 
operators condemn it forcefully. But if 
it is properly designed for the purpose 
for which it is intended, it is a great 
advantage. The purpose of this strap is 
twofold: ** (1) to distribute lateral forces 
and (2) to act as an indirect retainer. 

With every lateral force there is a 
downward vertical force which if applied 
to the end of the saddle would tend to 
raise this strap away from contact with 
the anterior teeth, thus defeating the 
primary purpose. However, if this strap 
is designed so as to fit over the cingulum 
of the anterior teeth with labial flanges 
that contact the mesial and distal surfaces 
of the teeth, this strap will remain in 
contact with the anterior teeth under any 
normal biting force, thus distributing this 
force over all the teeth. 

This strap is continued into the mesial 
slot to form the anterior mesial stabilizing 
lug. The entire assembly is connected to 
the lingual bar with struts located in ap- 
propriate positions. The distal stabilizing 
lug is connected to the bar as it is car- 
ried over the ridge, to form the extension 
for the attachment of acrylic base. The 
design of the lingual bar should conform 
to the convolutions of the tissue but not 
be in contact with it. The entire design 
must be rigid so as to form a nonflexible 
connector for the bases. The entire partial 
lower denture should function as a unit; 
therefore, flexibility is contraindicated. 


POSITION OF ARTIFICIAL TEETH 


The proper mold and shade of teeth are 
selected. Teeth are set up on lower metal 
framework and the upper plastic base, 
and are tried in the mouth for the pur- 
pose of checking centric relation and 
esthetics. The placement of the artificial 
teeth in the partial lower denture should 
follow the same principles which apply 
to a full lower denture; that is, the teeth 
must be centered over the ridge. 

The upper posterior teeth will follow 
in the same plane and interdigitate with 
the lower posterior teeth, except in those 
instances where the mandible is much 
larger than the maxilla. In this situation, 
it is often necessary to place the posterior 
upper teeth in a cross-bite relationship. 
A great deal more latitude is permitted 
in the placing of the upper anterior teeth. 
Since the position of these teeth plays 
such an important part in esthetics, it is 
controlled by the esthetic requirements. 
To obtain correct esthetics it is necessary 
that the ridge lap of the anterior teeth 
be labial to the ridge, and not over the 
center. 


CHECKING CENTRIC RELATION 


When a Gothic tracing device is used on 
plastic bases with compound rims, and 


16. Trapozzano, V. R. Partial dentures. In Handbook 
of dental practice, Grossman, L. |. Philadelphia, J. B. 
Lippincott Co., 1948, p. 363. 
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the central bearing point of the instru- 
ment is accurately located so as to 
equalize properly muscular force, the 
centric relation thus obtained is usually 
accurate. 

However, there are times when the pa- 
tient is unable to inscribe a Gothic arch 
tracing with a sharp apex. Or perhaps 
an error has been made in the placement 
of the instrument, and there is a doubt 
as to the accuracy of the centric relation. 
In such instances a wax check-bite’’ can 
be used at the time of the try-in, to check 
centric occlusion. This is accomplished by 
luting two thicknesses of beeswax over the 
occlusal surfaces of the lower teeth. This 
wax rim shouid be no wider than the 
molar teeth. The wax is softened to its 
complete depth. With the upper setup in 
place, the lower setup with the wax in 
position is carried to the mouth, and the 
patient is instructed to carry the tongue 
back and up against the palate, and to 
close his jaws. The wax is chilled and the 
bases removed. Examination should re- 
veal definite imprints of the upper teeth 
without contact with the lower teeth. Ex- 
cess wax is trimmed away until only the 
incisal or cusp imprints remain. The 
bases are returned to the articulator. If 
the centric relation is correct, the upper 
teeth will fall into these imprints. If 
there is any discrepancy the procedure is 
repeated until the centric relation is 
either verified or the lower base is re- 
mounted in accordance with the last 
check-bite. This procedure, as advocated 
by Schuyler, has proved very effective in 
checking centric relation. 


ESTABLISHING CONDYLAR 
INCLINATION 


A protrusive registration’® is taken for 
the purpose of establishing condylar in- 
clinations. 

A wax rim consisting of approximately 
four thicknesses of beeswax is prepared. 
This wax rim is luted to the occlusal and 
mesial surfaces of the lower teeth and 


excess wax is trimmed away so that the 
rim is only the width of the molar teeth. 
The wax rim is softened by plunging a 
hot spatula into the wax to its full depth. 
The upper arm of the articulator is re- 
truded a distance of about 8 mm. and the 
articulator is closed sufficiently so that 
the upper teeth make an imprint in the 
wax rim. 

Care must be taken to obtain a straight 
protrusive registration without any lateral 
component. The baseplates with the 
teeth and wax are removed from the 
articulator and inserted in the patient’s 
mouth. The patient is instructed to move 
the lower jaw forward, so that the upper 
teeth will be embedded in the imprints 
made on the articulator. After a little 
practice the patient will readily find the 
same position. 

The lower setup is removed from pa- 
tient’s mouth and the wax is resoftened 
with a hot spatula, eliminating all tooth 
imprints and the patient is instructed to 
protrude the lower jaw and close into the 
wax in the same position as previously 
practiced. Upper teeth should penetrate 
approximately three thicknesses of the 
wax without making tooth contact. The 
wax is chilled and the setup removed. 

The setup bases, locked together with 
the wax, are returned to the instrument. 
The condylar nuts are loosened and reset 
in the position indicated by the pro- 
trusive bite. 


BALANCING OCCLUSION 


The porcelain teeth are ground so that 
the cuspal planes will be in harmony with 
patient’s condylar excursions as registered 
on the articulator. Complete occlusal 
balance cannot be obtained in the setup, 
but must be completed by returning the 
finished dentures to the articulator. At 


17. Schuyler, C. H. Intra-oral method of establishi 
relation. J.A.D.A. 19:1012 (Juned 


lerrill G. Complete dentures. St. Louis, 
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this point the teeth can be ground with- 
out fear of disturbing their position. 

It is of primary importance to return 
processed dentures to the articulator, so 
that the teeth may be ground to proper 
occlusion. No matter how carefully a 
denture is processed, some change is in- 
troduced which results in disturbance of 
occlusion. To attempt to correct these 
errors in the mouth is impractical, if not 
impossible. This correction can be done 


on the articulator in a great deal less time 
and much more effectively. 

In instances where a partial lower den- 
ture occludes with a full upper denture, 
some selective spot grinding is necessary. 
Any premature contacts of upper porce- 
lain teeth with the patient’s own lower 
teeth must be removed so that protrusive 
and lateral excursions can be made with- 
out undue movement of the upper den- 
ture on its base. 


ESTHETICS * 


Proper esthetics is governed by the resto- 
ration of normal vertical dimension, plus 
the artistic perception and ability of the 
dentist in selecting the proper size, mold 
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and shade of artificial teeth'® and the 
positioning of these teeth. The ridge lap 
of the six upper anterior teeth invariably 
must be set labially to the upper ridge 
(Fig. 6). The inclination of these teeth” 
governs not only the curve and fullness 
of the upper lip but also the lower lip. 
Certain fundamental arrangements may 
be followed such as toeing-in mesial 
corners of the central incisors and lateral 
incisors, in heavy, masculine types, and 


Fig. 6 * Left: Incorrect re- 
placement of upper anterior 
teeth over oe creating con- 
vex curve of lip. Right: Cor- 
rect placement of upper ante- 
rior teeth. Note relaxed 
curvature of upper lip 


lapping of lateral incisors in tapering, 
feminine types, and establishing irregu- 
larities acceptable to the patient and to 
the operator. 


SUMMARY 


The replacement of teeth involving a 
combination of full upper and partial 
lower dentures must follow the basic re- 
quirements of full denture construction. 
These requirements are: (1) a reproduc- 


19. Wright, W. H. Selection and arrangement of 
artificial teeth for complet prosthetic dent 
J.A.D.A. 23:2291 (Dec.) 1936. 

20. Standard, S. G. Denture problems can be solved 
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tion in some artificial media, usually arti- 
ficial stone, of all the supporting and 
retentive structures of the jaws; (2) 
normal vertical dimension; (3) correct 
centric relation; (4) proper position of 
artificial teeth; (5) an occlusal plane in 
harmony with the patient’s own condylar 
excursion and (6) esthetics. 


CONCLUSION 


The practical application of these re- 
quirements is essential in constructing 
satisfactory dentures. 


1. The reproduction of the structures 
supporting a full denture can best be ac- 
complished by employing an oversize 
plastic tray with well-defined peripheral 
borders. The impression material should 
be free-flowing so as to obtain an impres- 
sion of the tissues in a static position. 

2. The occlusal plane of the remaining 
teeth in a partially edentulous mouth, 
must be modified either by grinding teeth 
or by restorations. 

3. All vertical forces applied to abut- 
ment teeth must be in the direction of the 
long axes of the teeth. 

4. The physiologic rest position must 
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The Search for Truth © The search for Truth is in one way hard and in another easy. For it is 
evident that no one can master it fully nor miss it wholly. But each adds a little to our knowl- 
edge of Nature, and from all the facts assembled there arises a certain grandeur. Aristotle. 


be considered in establishing vertical di- 
mension. The working bite should be. as 
close to this position as function and 
speech will permit. 

5. Centric relation is best obtained by 
use of the Gothic arch tracing device to- 
gether with a central bearing point. The 
centric relation can readily be checked 
by the use of a wax check-bite. 

7. Registration of the condylar path 
can be adequately obtained by the use of 
a protrusive check-bite. 

8. Esthetics depends to a great extent 
on the artistic perception and ability of 
the dentist. 


If these requirements are fully met the 
result should be a pleasing, efficient and 
comfortable full upper denture and 
partial lower denture, designed and con- 
structed not only to replace the missing 
teeth but to preserve and maintain the 
health of the patient’s remaining teeth and 
their supporting structures. A properly 
designed and constructed partial denture 
need never be considered a stepping stone 
toward an edentulous situation, but 
rather a means of supporting and retain- 
ing the remaining natural dentition. 

225 West Thirty-fourth Street 
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Periodontitis and periodontosis in children and 


young adolescents 


Hamilton B. G. Robinson, D.D.S., Columbus, Ohio 


Periodontitis and periodontosis are both 
diseases of the periodontium but their 
etiologies and pathoses differ. Reduced 
to simplest terms, periodontitis is an in- 
flammation of the periodontium caused 
by injury (physical, chemical, thermal, 
radiant energy or parasitic) while perio- 
dontosis is a degeneration of the perio- 
dontium and the result of some more 
general factor. There is no reason, intrin- 
sically, why the periodontal structures of 
children or young people should be im- 
mune to these inflammatory or degenera- 
tive disturbances. Probably only the fac- 
tor of time—that is, less time in which 
injury can produce tissue changes—pro- 
tects the young individual from perio- 
dontitis. Other protective influences may 
offer some added resistance to degenera- 
tion in the young. 

There is little useful information on 
the prevalence of periodontal disease in 
young people. Chilton’ reviewed the 
literature on the prevalence and age 
distribution of periodontal disease. He 
quoted Brekhus? to the effect that “perio- 
dontoclasia sets in after maturity and 
increases with age.” Unfortunately, Brek- 
hus’ study and a later one by Allen* were 
based on tabulations of causes of extrac- 
tions, and, therefore, record when perio- 
dontal disease was terminated, not when 
it started. If periodontal disease is to be 
treated effectively the causes must be 
removed before destruction occurs or be- 
fore the disease has advanced to the stage 


where extraction is the only cure. More 
telling is the observation that 29.2 per 
cent of 500 highly selected young adults 
(fighter pilots) had periodontal disease* 
and Krasnow’s® report that roentgeno- 
grams of 30 per cent of 123 children 
showed evidence of alveolar crest “altera- 
tions.” While these data give figures far 
below the 85 to 95 per cent prevalence 
of periodontal disease often reported in 
adults, they do indicate that periodontal 
disease is important in children and 
young adults. 


THE PERIODONTIUM IN 
HEALTH AND DISEASE 


Without an understanding of the physi- 
ology as well as the histology of the perio- 
dontium, any discussion of periodontal 
disease is hazy. The periodontium serves 
as the touch organ of the tooth, the at- 
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tachment apparatus for the teeth and a 
periosteum (for the alveolar bone) and 
for the cementum (a modified bone). 
The principal fiber groups, which are 
made up of short, nonelastic intertwining 
fibrils, end in bundles of Sharpey’s fibers 
embedding in cementum, bone, and sub- 
epithelial connective tissue. They main- 
tain the tooth in its socket and help to 
keep the gingivae in proper tone.° 
Probably the most important and most 
neglected phase of the periodontal mem- 
brane function is its role as a periosteum. 
In order for cementum to continue to 
function, new cementum must be depos- 
ited continuously on the surface of the 
old cementum.’ This continuing deposi- 
tion can take place only so long as the 
pericementum, or the periosteal phase 
of the periodontal membrane, continues 
to function. The alveolar bone which is 
on the side of the periodontal membrane 
opposite to its periosteal side, is like other 
bones. It is not static but is constantly 
undergoing osteoclastic resorption and 
osteoblastic rebuilding. When one real- 
izes that the healthy periodontal mem- 
brane is slowly depositing new cementum 
on one side and new bone on the other 
the importance of its functions as a two- 
phase periosteum is evident. Anything 
that interferes with those activities leads 
to breakdown of the periodontium, exem- 
plified by the old term “periodontoclasia.” 
Among the most important etiologic 
factors that interfere with the function 
of the periodontal membrane are trauma 
(from impinging dental restorations, cal- 
culus, food impaction, overstress on muti- 
lated dentures and occlusal trauma), in- 
vasion by microorganisms following gin- 
gival ulceration and degeneration. Any 
of these may be active in the mouths of 
young individuals but are most likely to 
be operative in the mouths of older indi- 
viduals because the adult has more dental 
restorations, develops more calculus, has 
more missing teeth with resultant over- 
stress, more occlusal trauma and less 
resistance to invasion by parasites. 
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Another factor, that Glickman* has 
chosen to call the “bone factor,” is im- 
portant in the resistance of the young 
individual. Bone is an extremely plastic 
tissue and constantly changing. Growing 
bone is characterized by greater osteo- 
blastic than osteoclastic activity. If the 
osteoclastic and osteoblastic activity are 
equal, the bone will be maintained at its 
given level. As soon as osteoclastic activity 
exceeds osteoblastic activity the bone is 
reduced in bulk and in functional capac- 
ity. In the young, anabolic processes usu- 
ally exceed catabolic processes. This tend- 
ency to grow is characteristic also of 
the young periodontium where osteoblas- 
tic activity is greater. The ability of the 
young alveolar bone to grow and to re- 
form is evidenced when pressure is used 
to remove bone on one side during ortho- 
dontic therapy while new bone is being 
formed on the opposite side. The strong 
periosteal activity of children which per- 
mits successful orthodontic treatment also 
resists trauma and permits repair follow- 
ing disease. 


PERIODONTITIS 


Periodontitis usually follows gingivitis. 
Since most gingivitis is the result of local 
factors, correction of those local disturb- 
ances can prevent the more destructive 
involvement of the periodontium. When 
the crevicular epithelium is broken, bac- 
teria, which are normal inhabitants of the 
mouth, may invade the underlying soft 
tissues. Associated with the hyperemia 
and edema of the humoral portion of the 
inflammation may be osteoclasia. 

sively, the free gingival fibers, alveolar 
crest fibers, transeptal fibers, horizontal 
fibers, and oblique fibers are destroyed 
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by edema or by loss of the attachment 
of their Sharpey’s fibers. Whether the 
gingivitis results from overhanging mar- 
gins of a filling, impinging orthodontic 
bands, from calculus, or from some other 
irritants, removal of the injurious agent 
is necessary if effective repair is to follow. 
Unfortunately, a gingival ulcer may heal 
over in a young individual and the alveo- 
lar bone crest may appear to be repaired 
at a reduced level. However, if the cause 
has not been removed, chronic inflam- 
mation may continue and the incipient 
periodontitis may advance to the point 
where tooth loss is imminent. 

Control of periodontitis in young 
people requires good oral hygiene and 
carefully placed dental restorations. 
When the high osteoblastic activity of 
children is reduced, in later life, rela- 
tively mild destruction begun by imping- 
ing restorations, poor contours, and 
faulty contacts may be magnified and 
result in tooth loss. Malocclusion may be 
tolerated in the very young but destruc- 
tive processes initiated by occlusal trauma 
at early ages may continue and extend, 
to become evident too late. 


PERIODONTOSIS 


Less is known of the background of 
periodontosis than of periodontitis. In 
periodontosis the activity of the perio- 
dontal membrane is reduced in a more 
or less uniform fashion so that the alveo- 
lar bone atrophies and the periodontal 
membrane widens. The defect is chiefly 
a reduction in the function of the perio- 
dontal membrane. Many systemic causes 
are cited, including diabetes, nutritional 
deficiency, endocrinopathies, debilitating 
diseases and constitutional factors. Zap- 
pler® has pointed out that the stress of 
adjustment to the endocrine upset of 
puberty may have profound effects on 
the periodontium. Sallay and Nador’® 
have found evidence suggesting that kal- 
likrein content of the saliva is four or 
five times greater in old age than in 
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younger individuals and five or six times 
greater in patients with periodontosis 
than in persons of comparable age with- 
out periodontosis. What role this “pre- 
maturation” plays requires further inves- 
tigation. Tenenbaum, and others,"* inves- 
tigated 17 patients under 32 years of age, 
all with periodontosis. From this, and 
previous studies, they conclude that when 
periodontosis occurs at an early age it is 
predominantly found in females. In ado- 
lescent patients it followed a definite 
pattern, an arc of bone being lost from 
the mesial surfaces of the second molars 
to the distal surfaces of the second bicus- 
pids. In addition to this loss of bone 
around the first molars, the alveolar bone 
is reduced about the migrated maxillary 
anterior teeth. It is interesting that these 
teeth erupted at approximately the same 
time. 

There are no typical pictures of chil- 
dren with periodontosis associated with 
different systemic factors. Whether the 
cause is diabetes, hypothyroidism, vitamin 
deficiency, Hodgkin’s disease, disturbance 
of the gonadotropic hormones, or a ge- 
netic factor, the bone changes are essen- 
tially the same in all periodontoses. There 
is, at first, a reduction in the activity of 
the periosteum of the alveolar bone and 
cementum (the periodontal membrane) 
with atrophy of the alveolar bone, widen- 
ing of the periodontal membrane and 
wandering of the teeth. Pocket forma- 
tion and inflammation of the gingivae 
are later manifestations. 

Periodontitis may be superimposed on 
periodontosis; for instance, in a diabetic 
child with calculus and faulty restora- 
tions. Similarly, periodontosis may be 
associated, clinically, but not pathologi- 
cally or etiologically, with gingivitis or 
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periodontitis. Local treatment is of little 
avail in periodontosis. The patient should 
be referred to a competent physician 
familiar with the particular disease which 
underlies the periodontal atrophy. In 
combined cases, sometimes called perio- 
dontitis complex, both local and systemic 
treatment is needed. Intelligently planned 
and carefully executed, such treatment 
may preserve the teeth of these child 
patients through adolescence and early 
adult life. Rather than increasing the 
prosthetic problem at a later stage, as 
suggested by some, this treatment may 
preserve the bone and simplify later pros- 
thetic treatment. 

Since the periodontal membrane is 
more active in young individuals, that is, 
osteoblastic activity is greater than osteo- 
clastic, repair can be more adequate. 
With new cementum and alveolar bone 
formed, Sharpey’s fibers can reattach, 
principal fibers re-form and bone repair 
may be completed. Only by accurate 
diagnosis, adequate treatment and careful 
maintenance can periodontal disease be 
controlled and eliminated in children as 
well as in adults. 


Dentistry and the problems of today 


SUMMARY 


Periodontitis and periodontosis occur in 
children as well as in adults. It appears 
probable that approximately 30 per cent 
of young adults have diseases of the perio- 
dontium which started during childhood 
and adolescence. 

Good oral hygiene, orthodontic therapy 
and good dental restorations are often 
preventives of periodontitis. Early and 
well executed restorative dentistry per- 
mits the periodontal membrane to repair 
damaged bone and cementum. 

Periodontosis calls for the cooperation 
of the physician who controls the systemic 
factors and the dentist who repairs local 
damage. It is possible that hormonal 
substances in saliva may influence the 
bone. 

Osteoblastic activity of the periodontal 
membrane, which is essential for good 
bone maintenance and repair, more often 


is predominant in young individuals than © 


in older patients. Diagnosis of the perio- 
dontal disease in its early stages permits 
proper treatment, adequate repair and 
prevention of mutilated dentures. 


In a country and in a world beset with 
troubled times and the omens of disaster, 
it is good to acknowledge that the House 
of American dentistry is in good order. 
This is the result of having, and sustain- 
ing, sound principles behind which a 
great majority of a great profession is 
marshalled. It is just as much the result 
of an awareness on the part of the dental 
profession that great changes are taking 
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place in the social, economic and scien- 
tific scenes and of the wish to plan wisely 
and well to meet the needs which these 
changes bring about. It is also the result 
of a refusal to accept the predictions of 
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gloom and disaster that are so glibly 
made by those who are quite willing to 
yield a principle to the nagging and in- 
sistent demands of a moment. 

The House of American dentistry is in 
good order and will remain so as long as 
it has a leadership which acknowledges 
that its first service is to the health of the 
public. 

The American Dental Association has 
had a great, and I could say the chief, 
role in achieving the status which Ameri- 
can dentistry has reached today. Even in 
the presence of our distinguished col- 
leagues from abroad, who honor us with 
their presence here tonight, I have no 
hesitancy in saying that the world ac- 
knowledges the contributions American 
dentistry has made to the health of the 
public, to dental education and research, 
to dental organization and dental prac- 
tice. These advances have only been pos- 
sible because a great majority of the 
profession—working through the Ameri- 
can Dental Association and its constituent 
and component societies—have collabo- 
rated generously with all agencies having 
an interest in, and a responsibility for, 
dental health: the dental schools, the 
dental examining boards, the state and 
community health departments, the Fed- 
eral agencies, the related organizations 
in the field of health. 

But the 75,000 dentists who compose 
the American Dental Association know 
that it is not enough today to rest with 
the pleasant memories of past achieve- 
ments. There are still many great prob- 
lems before us, problems which will re- 
quire all our skill and all our ingenuity 
and all our wit and all our courage to 
solve. 


DENTAL RESEARCH 


The first and continuing problem of every 
profession is research. There is sound 
evidence of our leadership in the field of 
dental research in Washington, D. C. 
The National Institute of Dental Re- 


search has been established as an integral 
part of the great National Institutes of 
Health largely through the efforts of the 
American Dental Association. The Asso- 
ciation’s Research Fellowships at the 
National Bureau of Standards have been 
established for almost a quarter of a cen- 
tury and have done monumental work 
in the field of dental materials. The As- 
sociation’s fellowships at the National 
Institutes of Health and at the Armed 
Forces Institute of Pathology have made 
important research contributions in the 
biological fields. And, in compliance with 
the wise insistence of the Council on 
Dental Education in its requirements for 
the approval of a dental school, most of 
our schools today are engaged in pro- 
ductive and expanding programs of den- 
tal research. 

There is, however, a continuing and 
disquieting note in dental research. In 
1948, the Congress of the United States 
authorized the appropriation of $2,000,- 
000 for the construction of a building to 
house the National Institute of Dental 
Research. Despite intensive efforts, these 
funds have not yet been made available. 
In recent years, the explanation fre- 
quently advanced is that the appropria- 
tion of funds cannot be made for reasons 
of economy or because of the demands 
of national defense. This explanation 
would seem more reasonable, indeed, to 
the dental profession if similar institutes 
had not been authorized and buildings 
constructed since the enactment of the 
dental research institute legislation three 
years ago. The dental profession believes 
that dental health is entitled to what the 
Congress has authorized. The Association 
will not be content with any program that 
continues to withhold needed and au- 
thorized resources at a time when such 
great advances are being made in the 
research programs for the prevention and 
control of dental disease. 

It would be less than proper not to 
acknowledge publicly here tonight the 
assistance which Senator Robert Taft, 
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our guest speaker, has given to the Asso- 
ciation in this effort to improve facilities 
for dental research. He was an able 
sponsor of the initial legislation and it is 
our hope that his colleagues in the Con- 
gress will soon come to the same recogni- 
tion of the importance of dental research 
to the country. 


ADVANCES IN PREVENTION AND 
CONTROL OF DENTAL DISEASES 


Dental research has made almost unbe- 
lievable advances in the past 10 years in 
the prevention and control of dental 
caries—plain, everyday, tooth decay. The 
fluoridation of public water supplies, the 
topical application of sodium fluoride, 
the therapeutic dentifrices and other 
methods—some yet in the experimental 
stage—give great promise of being effec- 
tive weapons in this difficult fight. 

Last year this Association recom- 
mended the fluoridation of municipal 
water supplies when utilized in accord- 
ance with standards established by the 
responsible health authority and when 
the fluoridation procedure was approved 
by the local dental society. The wide- 
spread acceptance of this procedure by 
health authorities and by the public 
might well constitute a new and brilliant 
chapter in the field of public health. Up 
to the present time, more than 150 com- 
munities have fluoridated their water 
supplies and, within the predictable fu- 
ture, several hundred more will do so. 
The few individuals who oppose this 
program do so with assertions which 
ignore the great volume of scientific 
evidence which has been compiled for 
more than two decades. The dental pro- 
fession will continue its program of 
urging the fluoridation of public water 
supplies in order to bring the benefits of 
improved dental health to millions of 
people in an economical and effective 
way. 


The evidence on the use of therapeutic 


dentifrices, ammoniated and those con- 
taining chlorophyll and penicillin, is far 
less conclusive and the Association has 
been well-advised to withhold a recom- 
mendation for their general use until 
positive proof of definite benefits is ob- 
tained. 

While efforts to prevent dental caries 
have become more and more rewarding, 
there is a much different picture in re- 
gard to the periodontal diseases—the 
diseases which attack the supporting 
structures of the tooth. These diseases, in 
later life, take a toll comparable to that 
of dental caries in the earlier years. It is 
wholly undesirable that teeth be saved 
from the destruction of dental caries in 
the earlier years only to be sacrificed to 
the periodontal diseases in maturity or 
early middle life. Here is one great field 
on which the resources and the abilities 
of dental research must be brought to 
bear. 


DENTAL HEALTH EDUCATION 


While the public health approach to 
dental diseases is becoming more and 
more effective, there is still no reason to 
neglect the role of the individual in car- 
ing for his own dentition. This is the 
field of dental health education. Some 
progress has been made in publicizing 
the benefits that can accrue to an indi- 
vidual by a markedly reduced consump- 
tion of candy, sweetened beverages and 
similar high-carbohydrate foods and con- 
fections. Some’ publicity has been given 
to the benefits of such simple, personal 
programs of prevention and control as 
brushing the teeth and rinsing the mouth 
immediately after eating. It is the job of 
dental health education to transform 
these statements into convictions on the 
part of millions of people in this country. 
New technics and new approaches, per- 
haps, are needed but real progress in 
dental health education will come only 
when responsibility for it is assumed—not 
alone by the dental profession—but by 
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all agencies and all individuals who have 
an interest in personal and community 
health. 


PROFESSIONAL RESPONSIBILITY 
TO THE PUBLIC 


The dental profession’s responsibility to 
the public is not discharged solely through 
the development of technical methods for 
the prevention and control of dental 
disease. There is another, important re- 
sponsibility which relates to the obliga- 
tion of the individual dentist to the 
individual patient. There are those who 
say that the generation of today has dis- 
carded its moral guides, that a code of 
ethics is an anachronism—outmoded, old 
fashioned and designed only for those 
who are less than clever or have no “in- 
side track.” The dentists of this country 
will not accept this view. The obligation 
to the individual patient is never subject 
to a “five per cent discount” nor can it 
be sacrificed to the loose moral customs 
of a moment. 

Under such circumstances, it is essen- 
tial that the profession increase the safe- 
guards which surround the relation of 
the individual dentist and the individual 
patient. The problem of handling com- 
plaints from the patient should be faced 
squarely, and a mechanism should be 
established to resolve such complaints as 
quickly and equitably as possible. Most 
complaints from patients are the result 
of misunderstandings and the failure to 
appreciate the fact that human tissues 
do not follow immutable and precise 
rules when under treatment. Most of 
these misunderstandings could be resolved 
amicably by allowing both the patient 
and the practitioner to present facts and 
viewpoints to a reviewing committee of 
the local dental society. Under this 
method, the unjustified complaint should 
receive the same treatment that should 
be accorded unprofessional conduct. Last 
year this Association revised its Principles 
of Ethics and restated in unmistakable 


OPPICE . . VOLUME 43, DECEMBER 195! * 715 


language the obligation which the den- 
tist has to his patient: 


The dentist’s primary duty of serving the 
public is discharged by giving the highest type 
of service of which he is capable and by avoid- 
ing any conduct which leads to a lowering of 
esteem of the profession of which he is a 
member. 


And the revised Principles of Ethics 
clearly places the problem of solving 
questions of ethics on the local, or com- 
ponent, dental society: 


Problems involving questions of ethics should 
be solved within the broad boundaries estab- 
lished in the Principles of Ethics by the com- 
ponent dental society. 


During the past year the Judicial Coun- 
cil of the Association has made a study 
of mechanisms by which this obligation 
could be discharged by the local dental 
society. In its annual report to the House 
of Delegates this year, the Judicial Coun- 
cil presents the following resolution: 


Whereas, careful investigation by the Judi- 
cial Council reveals that many component 
societies have established grievance commit- 
tees or regularly assign the duties usual to 
grievance committees to other committees, and 

Whereas, the work of such grievance com- 
mittees has demonstrated their usefulness in 
promoting good public relations and in the 
avoidance of unnecessary litigation, and 

Whereas, the function of such committees 
should relate in the main to the amicable set- 
tlement of controversies between the patient 
and the dentist, therefore, be it 

Resolved, that the House of Delegates of 
the American Dental Association recommend 
to each component society the appointment 
or utilization of a grievance committee as 
recommended in the report of the Judicial 
Council. 


I am confident that the House of Dele- 
gates will see fit to approve some resolu- 
tion of this type and that the local dental 
societies will implement it immediately 
and efficiently so that the profession’s re- 
lations with the public will be greatly 
improved and our professional obliga- 
tions more adequately discharged. 
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GOVERNMENT AND THE DENTAL 
PROFESSION 


In the discharge of its obligation to pro- 
tect and improve the dental health of the 
public, it has become necessary for the 
profession, through the Association, to 
establish relations with government. Gov- 
ernment, in the past two decades, has 
become more and more aware of its re- 
sponsibility for aiding the improvement 
of public health, but the professions are 
fully aware that “responsibility for” 
should not be transformed into “control 
of” by sleight-of-hand legislation. In the 
course of attending to these relations 
with government, it is often necessary for 
the Association to send its representatives 
to this very beautiful and hospitable 
capital city to confer with members of 
the Congress and officials of the Federal 
agencies. Some of us have become fairly 
regular commuters and we have learned 
a few lessons about the ways of govern- 
ment. Dentistry must not stop with the 
provision of technical knowledge in den- 
tal health problems. It must bring this 
knowledge to our legislators and to our 
governmental administrators; it must 
stand vigilantly by to prevent the distor- 
tion of this knowledge to promote selfish, 
political objectives which are not in the 
interests of the public. 

While our dental forebears might 
have decried the increasingly strong re- 
lationship that we find between govern- 
ment and health, it is the present gen- 
eration’s job to recognize that such a 
relation exists and that appropriate steps 
are taken to protect the interests of the 
public; even, when necessary, entering 
the arena of what all of us know as 
“politics.” The dental profession makes 
no secret of the fact that it makes an 
effort to keep our legislators and admin- 
istrators informed just as we, in the Asso- 
ciation, make an effort to see that mem- 
bers of our own legislative body, the 
House of Delegates, are in full possession 
of the facts. To the end that the public 
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will be served, the Association has taken 
an increasing interest in many problems 
similar to these: 

1. As previously mentioned, the au- 
thorization of the Congress to construct a 
building for the National Institute of 
Dental Research has not been imple- 
mented in three years. Unless there is a 
more real Federal program of economy 
in government, equitably applied, and 
unless the need to remain in a war 
economy prevents new governmental con- 
struction, the Association intends to press 
a correction of this situation. 

2. About twenty million Americans 
have been assured by law that they are 
entitled to, and can receive, service-con- 
nected dental care through the Veterans 
Administration. The dentists in the Vet- 
erans Administration and the thousands 
of participating dentists stand ready to 
fulfill the promises the Federal govern- 
ment has made to the men and women 
who have served their country in the 
armed services. Their ability to carry 
out the program has been impeded by an 
administrative pattern in the Veterans 
Administration which permits the arbi- 
trary parceling out of funds by officials of 
the Department of Medicine and Sur- 
gery, without regard to the extent of the 
dental program, the size of current den- 
tal backlogs, or the relative needs of 
different sections of the country. It has 
been further hindered by subjecting the 
dental administrators to persons who are 
trained in other fields and whose first 
thoughts and loyalty are for problems 
arising out of their own backgrounds of 
medical training. 

The Association has made repeated 
representations to officials of the Veter- 
ans Administration and has been met 
with statements, including some very 
recent assurances, that the problems were 
recognized and under consideration. Be- 
yond these promises there has been no 
solid assurance that this serious situation 
would be corrected. The Association will 
press for a revision of these inadequate 
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administrative regulations and, if there 
is a continuation of unproductive prom- 
ises, legislation will be sought. 

3. The third area in which the Asso- 
ciation and the dental profession must 
act is in the provision of dental care for 
the citizens of this country. The dental 
profession has valid evidence that the 
easy, political solution of this problem 
by the enactment of a system of Federal 
compulsory health insurance will be as 
costly, destructive and unscientific as the 
present experiment in Great Britain. 
When necessary, all of the resources of 
the profession must be used to convince 
our legislators that this is a totally un- 
satisfactory approach to the problem of 
improved dental health. 

This political participation, even in 
issues which touch intimately on health 
problems, does not come easy for the 
professional man who, by vocation, is 
more interested in the scientific prob- 
lems of his profession. But if such partici- 
pation is not advanced on these vital 
issues of the day, the scientific, technical 
and professional advances, too, may soon 


be in jeopardy. 
INTERNATIONAL DENTISTRY 


A final word about a final problem: 
American dentistry has risen successfully 


to leadership in many areas of dental 
activity but it must be vigilant that its 
outlook does not grow provincial. Dental 
progress is being made in all parts of the 
world, sometimes slowly and painfully 
and under real handicaps, but neverthe- 
less there is real progress. American den- 
tists will do well to look beyond the 
borders of their own country to see what 
progress is being made elsewhere and to 
adapt this knowledge to their own pro- 
gram. The XIth International Dental 
Congress, which will be held in London 
in 1952, will provide a splendid oppor- 
tunity for many of our members to ex- 
change views with dentists from all parts 
of the world. It is my hope that many 
will avail themselves of this opportunity 
for American dentistry must never lose 
its restless desire to improve its technics 
for providing dental care. 


CONCLUSION 


Thus, while the House of American den- 
tistry is in good order, many things must 
be done. These are the tasks for this 
generation so that those who come after 
us, as dentists, will have every reason to 
say that American dentistry, and the 
American Dental Association, kept faith 
with the problems of its own time. 
1002 West Wilson Avenue 


A Wider Outlook * In science, no advance is final. Every question solved produces new riddles 


to answer, since every higher step gives us a wider outlook and the power of seeing problems 
which from a lower level were not apparent. It is this, indeed, that gives to science its absorbing 
interest and makes it a fit occupation for a lifetime. Ernest Starling, quoted in “Scientific 


American” 185:61, October, 1951. 
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Reports of Councils 


A questionnaire was sent to the chair- 
man of the dental trade and laboratory 
relations committee, or comparable com- 
mittee, in each state. In those states not 
having a committee handling such mat- 
ters it was sent to the president of the 
state dental society. Two reminders were 
sent to states which had not replied. At 
the time of the compilation of results of 
the survey, answers had been received 
from 38 state societies. Therefore, the re- 
port is incomplete but it does reflect the 
conditions in the majority of states. 

It is rather difficult to state the number 
of dental laboratories or their employees 
with any exactness, owing to several 
factors. New laboratories are opening and 
others are closing daily. The number of 
dental laboratories and their employees 
is affected by the general business condi- 
tions of the country. A number of states 
did not answer these questions. Assuming 
that the number of dentists per laboratory 
and technician is the same in states for 
which no answer is available as in states 
for which figures were submitted, the 
total number of dental laboratories is ap- 
proximately 5,600 and the total number 
of dental technicians is approximately 
19,300. A statistical summary of the re- 
sponses received is given in the accom- 
panying table. 

At the present time there do not seem 
to be too many dental laboratory tech- 
nicians lost to the Armed Forces. The 
majority of key men in the dental labora- 
tories are beyond the draft age. There has 
been some disruption of services by den- 


COUNCIL ON DENTAL TRADE AND LABORATORY RELATIONS 


Survey of the dental laboratory situation 


tal laboratories in a few communities but 
this has been caused mostly by these men 
being called back into service. Based on 
the states answering these questions, it is 
estimated that in the entire country ap- 
proximately 800 technicians have been 
lost to the armed services since the be- 
ginning of the Korean war. 

At the present time dental laboratory 
technicians have not been put on the list 
of critical occupations. To prevent any 
shortage of technicians in particular lo- 
calities, the National Advisory Committee 
to Selective Service has requested state 
and local advisory committees to advise 
local draft boards regarding the defer- 
ment status of individual technicians, 
based on their essentiality in the com- 
munity. The number of men leaving the 
employment of dental laboratories to go 
into other industries, estimated at 1,300 
for the entire United States, does not 
seem alarming at the present time. It is 
only natural that a certain percentage 
would be attracted by the higher wages 
and overtime hours offered by defense in- 
dustries. All business faces this condition. 

From the report it can be seen that the 
quality of work or service has, in the 
main, either improved or remained un- 
changed. The improvement is attributed 
to such things as competition, progress 
made in the education of the dental labo- 
ratory technicians and improved technics 
and equipment. 

There appear to be no critical short- 
ages of materials and supplies. There are 
some slight delays and inconveniences; 
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Table * Statistical summary of responses from 38 state societies 
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Question! 


Summary of answers* 


Number of ethical dental laboratories 


Number of dental technicians employed by ethical laboratories 


4,731 in 36 states (5,600 estimated in all 
states) 

10,815 in 30 states (19,300 estimated in all 
states) 


Number of technicians lost to Armed Forces since middle of 1950 205 in 22 states (800 estimated in all states) 
Number of technicians lost to other industries since middle of 1950 286 in 19 states (1,300 estimated in all 


states) 


Change in quality of work or service by laboratories since middie 29 no change; 6 better; 2 worse 


of 1950 
Shortages of dental materials reported since mid-1950 
Shortages anticipated in 1951 
Existence of state dental laboratory associations 


8 yes; 28 no 
9 yes; 26 no 
30 yes; 8 no 


Number of laboratories belonging to state laboratory associations 1,495 in 26 states 


Number of technicians employed by member laboratories 


States having Accreditation Plan in operation 
States interested in establishing Accreditation Plan 


6,086 in 22 states 
5 yes; 33 no 
9 yes; 19 no 


States with laboratory associotions interested in establishing 6 yes; 20 no 


Accreditation Plan 
States contemplating inaugurating Accreditation Plan 


5 yes; 19 no 


States having other plans for inspecting, rating or approving 3 yes; 33 no 


laboratories 


States where other plans have been suggested by state dental 13 yes; 2 no 


society 


States where other plans have been suggested by laboratories 


States contemplating inaugurating other plan 


16 yes; 20 no 
7 yes; 26 no 


Position taken by state society regarding licensing and registering 0 favor; 22 oppose (1 favors registering 


of laboratories or technicians 


but not licensing laboratories) 


Position taken by laboratories regarding licensing and registering 7 favor; 10 oppose 


of laboratories or technicians 


Legislation introduced or scheduled to be introduced concerning 12 yes; 25 no 


laboratories and technicians 
States having association of laboratory technicians 


10 yes; 27 no 


|. Not all questions were amenable to statistical tabulation. 
2. Number of tallied answers to questions is usually less than 38 because some states gave equivocal or 


there may also be some shortages where a 
manufacturer has increased his business 
far above what he did in 1950. Even 
though he was on a 100 per cent allot- 
ment for 1951 he could not meet any in- 
creased demand for his products. 

The dental laboratory craft has a state 
laboratory association in most states with 
which the state dental society can work 
out mutual plans for cooperation and 
study any problems which may arise. In 
at least 10 states the dental laboratory 
technicians also have associations. 

Five of the 38 states replying had the 
Accreditation Plan in operation; nine 


indeterminate answers and other states gave no answer. 


other states are interested in promoting 
the plan. The Accreditation Plan was re- 
vised and put at state level in January 
1951. It is rather early to predict how 
many more states will inaugurate the 
plan. 

Seven states contemplate inaugurating 
plans other than the Accreditation Plan, 
and three reported having other plans in 
operation. Even though the Accreditation 
Plan is unacceptable to them, the need 
for some plan of cooperation is evident 
and steps are being taken to achieve this 


No state dental societies are in favor 
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of licensing dental laboratories or dental 
laboratory technicians. One state favored 
registration of laboratories without licen- 
sure. In a majority of states reporting on 
this question, dental laboratories were 
also opposed to licensing, although 12 
states reported legislation either intro- 
duced or scheduled to be introduced con- 
cerning dental laboratories and tech- 
nicians. 

From the comments on the question- 
naires it appears that the relationship be- 
tween the dental profession and the 
dental laboratory craft is improving rap- 
idly. In most states members of the dental 


COUNCIL ON DENTAL EDUCATION 


The Council on Dental Education and 
its Committee on Dental Internships and 
Residencies have reviewed the applica- 
tions from a number of hospitals for ap- 
proval of their educational programs. 
These hospitals have had their dental 
departments approved by the Council 
on Hospital Dental Service and the in- 
spectors of that Council have inspected 
the educational program and facilities of 
these hospitals. These inspectors have 
reported on the manner in which these 
programs agree with the Requirements 
for the Approval of Hospital Dental In- 
ternship and Residency Programs de- 
veloped by the Council on Dental Edu- 
cation and approved by the House of 
Delegates of the American Dental Asso- 
ciation. 

The Council on Dental Education and 
its Committee on Dental Internships and 
Residencies voted at the meeting held at 
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Additional dental internship and residency 
programs approved and preceptorship defined 


laboratory associations are admitted to 
sections of the annual meetings of the state 
dental societies. Programs are being given 
by some societies for the further education 
of dental laboratory technicians. It is be- 
lieved that these programs should be con- 
tinued and expanded in all states. 

Some states expressed criticism of the 
illegal practice of dentistry by a few den- 
tal laboratories. The belief was that this 
is owing to the lack of enforcement of the 
present dental practice acts, and does not 
necessitate the passing of any new laws. 
F. W. Herbine 


Chairman 


Chicago on July 6, 1951, to approve the 
educational programs in the hospitals 
listed in the table. The area or areas for 
which approval has been given, as well 
as the type of program, are also indicated. 


DESCRIPTION OF A PRECEPTORSHIP 


The requirements of the Council on 
Dental Education for the approval of 
Examining Boards in Dental Specialties 
includes certain specifications relative to 
the qualifications of candidates. The 
educational requirement calls for a pe- 
riod of study after graduation from a 
dental school of not less than two years 
in graduate or postgraduate courses, or 
in hospitals, clinics, dispensaries, pre- 
ceptorship training programs, or in fun- 
damental science laboratories recognized 
by the Council and by the specialty ex- 
amining boards as competent to provide 
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Table * Hospitals and programs which hove been approved 


Hospital 


Type of program 


Internship Residency 


U. S. Public Health Service Hospital 
Stapleton, Staten Island 

New York 4, New York 

R. H. Moore, D.D.S., Dental Administrator 


Mt. Sinai Hospital of Cleveland 
1800 East 105 Street 
Cleveland, Ohio 

Ed. Reiter, D.D.S., Dental Administrator 


U. S. Public Health Service Hospital 
Larchmont 

Norfolk, Virginia 

Wm. C. Neaf, D.D.S., Dental Administrator 


U. S. Naval Hospital 
Portsmouth, Virginia 
Jos. L. Purcell, D.D.S., Dental Administrator 


Rotating 


Endodontia 
Operative 
Oral surgery 
Periodontia 
Prosthodontia 
Radiology 


Straight Straight 


Oral surgery Oral surgery 


Rotating 


Oral surgery 
Children's dentistry 
Anesthesia 

Oral pathology 
Prosthodontia 
Periodontia 
Endodontia 
Radiology 
Tumor clinic 


Rotating 


Oral surgery 
Anesthesia 

Oral pathology 
Prosthodontio 
Periodontia 
Endodontia 
Radiology 


adequate training in the special field. 
This period of study may be pursued 
wholly in a school giving graduate or 

° postgraduate courses and may or may 
not lead to an advanced degree; it may 
also be pursued wholly in hospitals, clin- 
ics, dispensaries, preceptorship training 

P programs, or in fundamental science lab- 
oratories; or it may be pursued partially 
in schools or preceptorship training pro- 
grams and partially in other types of in- 
stitutions. 

The Council, at its meeting on July 7, 
1951, approved a description or defini- 
tion of a preceptorship which is as fol- 
lows: 


A preceptorship training program for 
the purpose of educating and training 
potential applicants for the dental spe- 
cialty board examinations should meet 
the following requirements: 

1. The program of study must be one 
that has been planned in advance with 
special :eference to the applicant’s pre- 
vious training and experience and should 
have as its main objectives and aims that 
of providing the applicant with the ad- 
ditional skill and knowledge required by 
the board concerned. 

2. The program must be supervised 
by one who gives much more than casual 
attention to the educational program of 
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the applicant. Moreover, the program 
must be under the direct supervision of 
a specialist who has been officially des- 
ignated by the specialty board to act in 
this capacity. The supervisor need not be 
a diplomate of the board but he should 
be selected on the basis of his particular 
skill and ability not only as a specialist 
but as an educator and teacher. 

3. The physical facilities and equip- 
ment and apparatus. for conducting the 
educational program must be adequate 
for the particular training program that 
is to be conducted. A description of these 
facilities should be supplied to the board 
in question and should have been ap- 
proved by the board before the training 
program is undertaken. 


COUNCIL ON DENTAL HEALTH 


4. The board should require a report 
and statement from the supervisor of the 
program at its completion. The board 
should also require a written report from 
the applicant describing in considerable 
detail his program of study and his con- 
clusions along with an adequate bibliog- 
raphy. 


It should be noted that the use of 
preceptorship type of training is recog- 
nized by the Council but it is left to the 
individual boards whether they wish to 
recognize this type of educational prepa- 
ration. At this time, most of the boards 
indicate that they will recognize precep- 
torship training as fulfilling a part of the 
educational requirements. 


Community dental health programs in the 


United States: results of a survey 


The American Dental Association has 
long believed that the approach to the 
problem of improved national dental 
health must be made largely through the 
development of community dental health 
programs. Both tradition and experience 
have demonstrated that needs can best be 
determined and met through individual 
and community efforts. Those efforts, di- 
rected through community-centered ac- 
tivities, have the design and endurance 
that are needed for such continuing en- 
deavors as the improvement of the dental 
health of the nation. } 

Community dental health activity in 
the United States probably started in 
1791 when the first clinic for the treat- 
ment of the poor was established in New 
York City. A second dental clinic was 


started in 1849 by the dental surgeons of 
New York State, and this was followed 
shortly thereafter by similar undertakings 
by the dental surgeons of Philadelphia 
and Boston.* 

Additional dental health programs, 
primarily for the purpose of providing 
clinical dental care for the poor, grew at 
an increasing rate during the next 85 
years. Many of the programs were sup- 
ported by philanthropists, others by tax 
funds. Programs frequently were aided 
by services given gratuitously by dentists, 
facilities supplied by manufacturers of 
and dealers in dental equipment, and 
funds provided by voluntary agencies. 


1. Salzmann, J. A. Principles and 


ractice of public 
health dentistry. Boston, The Stratford Co.. ma 


Co., 1937, p. 4. 
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Gradually more and more community- 
centered activities got under way, until 
in 1937 over 300 cities of 25,000 or more 
population and hundreds of smaller com- 
munities had established school dental 
health programs.” 

The greatest growth in the develop- 
ment of community dental health pro- 
grams, however, has occurred since the 
enactment of the Federal Security Act of 
1935. This growth has been possible be- 
cause the dental profession has been able 
to put to good use the 100 and more 
years of experience it had gained in den- 
tal public health. 

Federal grant-in-aid funds to state 
health departments provided for an ex- 
pansion of consultative services to local 
health departments and communities, 
and dentists trained in public health 
were employed to aid in the development 
of local dental health programs. With the 
assistance of trained and experienced 
public health dentists and the continuing 
support and advice of dental societies, 
community-centered dental health activi- 
ties have grown far beyond the almost 
futile short range objective of dental 
treatment for the indigent. The programs 
are based on dental health education 
designed to motivate people to assume 
personal responsibility for health. They 


also..are attacking the problem through’ 


an increased use of known preventive 
measures. 


THE SURVEY 


Purpose * In 1949, the Council on Dental 
Health recommended that a study of 
community dental health programs be 
undertaken for the purpose of obtaining 
current information on the number of 
programs and types of activities being 
conducted. Such information is impor- 
tant if the Council is to fulfill its duties 
as outlined in the Association’s Bylaws, 
which read in part: 

To conduct a study of the oral health needs 
of the public and of plans to meet such needs; 


to formulate programs for promoting oral 
health. . . . To assist constituent and com- 
ponent societies in the development of oral 
health policies and programs within their 
jurisdiction. 

From 1936 to 1939, the Cleveland 
Child Health Association published the 
results of a comprehensive survey of 
dental health programs for school chil- 
dren in United States cities with popula- 
tions exceeding 25,000.* The summary, 
consisting of six volumes, gives brief 
descriptions of dental programs in 370 
cities, including about 41 per cent of the 
population. 

The Council was of the opinion that 
another such survey might- be advisable 
but that it was neither practical nor nec- 
essary to duplicate the survey at the 
present time. Consequently, a more gen- 
eral type of study was undertaken. 


Method + The Council wrote to nearly 
1,200 state, city, county and district 
health officers requesting their assistance 
in supplying data on dental programs in 
their respective areas. The mailing list 
was secured from the American Public 
Health Association and it was assumed 
that it included practically all health 
officers employed either on a full-time 
or part-time basis. It was further as- 
sumed that public health officers should 
be aware of all dental health programs in 
their respective areas and could either 
describe the programs or refer the request 
to someone who could. 

A few months later, a second letter 
was sent to those persons who had not 
replied and a questionnaire to be used 
as a guide in reporting was enclosed. 
Approximately a 60 per cent response 
was obtained. 

Since the information in most instances 
was general, it was difficult to summarize 
the various activities. However, 24 gen- 


2. Cleveland Child Health Association. A survey of 
mouth hygiene programs for school children. 5 volumes. 
Non er for Cleveland school children. | volume. 
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eral categories into which most of the 
information could be classified were se- 
lected. The next step was to classify the 
information according to states and to 
send it to the respective state dental 
directors. The dental director was asked 
to compare the figures for his state with 
information available to him. 


Preparation of Summary * The data re- 
ported in the accompanying table were 
verified by the state health departments 
in all but five instances. A few states are 
not listed because too little information 
was received. 

In 13 of the 24 general categories, there 
was sufficient information to warrant 
publication of results. 

Most of the information is presented 
on the basis of number of communities. 
For purposes of this survey, a community 
was regarded as a village, town or city. 
Although an attempt was made to deter- 
mine the number of communities par- 
ticipating in specific health activities, 
sometimes the information was submitted 
on the basis of institutions or geographic 
areas instead of communities. Conse- 
quently, no attempt was made to total 
the number of places in the United 
States in which an activity was being 
conducted. For purposes of comparison, 
the total number of counties and of post 
offices in each state is included.** 


Usefulness of Data* Although the 60 
per cent response to the questionnaire is 
exceptionally high, the data do not pre- 
sent an accurate picture of dental health 
activities in the United States. The in- 
formation would have been much more 
meaningful had it been available in terms 
of percentage of population covered, rela- 
tive amount of emphasis and time given 
to the various activities, effectiveness of 
measures used, or on other more nearly 
comparable bases. The survey does serve, 
however, to give an over-all picture of 
dental health programs and allows for 
some speculation as to the relative amount 
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of emphasis given to various activities. 
Besides the material presented in the 
table, many other phases of dental public 
health programs and many unusual and 
apparently successful activities were re- 
ported. Although the detailed informa- 
tion will aid materially in the work of 
the Council, only the 13 areas of activity 
listed lent themselves to this type of tab- 
ulation. Perhaps this partial report will 
promote the submission of additional 
information to the Central Office. 


COMMENTS ON ACTIVITIES 
REPORTED 


Some Type of Program* Credit was given 
under this classification when there was 
some specific activity in the field of den- 
tal health that had a semblance of being 
on an organized and continuing basis. 
In most instances the program was spon- 
sored by the community; however, in 
some areas local services were supplied 
by the state health department. 


Instruction in Schools * If the person 
reporting regarded the dental health in- 
struction as a significant contribution to 
the dental health effort, the community 
or school was included in this classifi- 
cation. 


Training for Teachers and Nurses * An 
attempt was made to determine how 
many communities were making specific 
provisions for dental health training for 
teachers and nurses. If dental health 
education in the schools and the com- 
munity is to be effective, special atten- 
tion must be given to pre-service and in- 
service training for teachers and nurses to 
help them become familiar with authen- 
tic information on dental health, avail- 


3. United States ar a Postal Guide, July 1949. 
Washington, D. C., . Government Printing Office 
1949, 112. 

4. S. Department of Commerce, Statistical Ab- 
sagt of the United States, 1950. Washington, 


. Government Printing Office, 1950, p. 349 
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able sources of dental health education 
materials, and the community facilities 
available for dental health care. 


Referral with Inspection + This section 
includes those localities in which dental 
inspections of children are conducted in 
the schools by dentists or dental hygien- 
ists. Following the inspections, notices 
are sent to parents informing them of the 
findings. 

Almost since the beginning of public 
health programs, a cardinal method for 
the mass control of disease has been a 
procedure known as “case finding and 
follow-up.” The control of tuberculosis, 
venereal disease, hookworm, cancer and 
other diseases is dependent primarily on 
finding the individuals so affected and 
instituting a follow-up procedure to in- 
sure treatment. The principles of case 
finding have been applied, with varying 
degrees of success, to the problem of 
dental caries. 

It should be pointed out that school 
inspections cannot be regarded as com- 
plete examinations. The statement en- 
titled “Guide for Determining Need for 
Dental Inspections in School Health 
Programs,” approved in 1951 by the 
House of Delegates of the Association, 
may serve as a guide in determining the 
possible benefits and limitations and the 
possible undesirable effects of such a 


program. 


Referral Without Inspection* In the card 
referral system, the child is given a card 
by his teacher as a part of the over-all 
dental health teaching program. The 
card usually carries a message addressed 
to the child or his parents, requesting 
that the child go to his family dentist 
for an examination and the necessary 
dental treatment. There is also a space 
for the dentist’s signature when all the 
necessary dental service has been com- 
pleted. The signed card is then returned 
to the school and is used as one criterion 
of the success of the teaching program. 
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The card referral system, when properly 
administered, is helpful not only in evalu- 
ating the program but also in promoting 
personal initiative on the part of the 
child and parents for regular dental ex- 
aminations and care. 


Topical Fluorides * In several communi- 
ties topical fluoride applications are pro- 
vided for groups of children on a public 
program basis. A count was made only 
of those communities that were spon- 
soring their own program or were bene- 
fiting from state sponsored programs on a 
continuing basis. No attempt was made 
to count the number of communities in 
which the topical fluoride demonstration 
program of the U. S. Public Health Serv- 
ice has operated. 


Fluoridation * The figures in the table 
represent the number of communities 
that were actually adding fluorides to 
their public water supplies as of July 1, 
1951.° Hundreds of additional communi- 
ties are seriously considering the proce- 
dure, many have approved the project, 
and many actually have purchased equip- 
ment. In addition to the states reported, 
fluoridation was under way in one com- 
munity in each of the following states: 
Delaware, Idaho, South Dakota and 
Wyoming. 


Public Financed Dental Treatment * Den- 
tal care is sometimes financed from tax 
funds or by voluntary contributions in 
order to provide dental services to those 
persons who are unable to secure care 
through private means. For example, in 
some rural areas transportable equipment 
and dental trailers are used to bring 
dental services to those persons who do 
not live conveniently close to private den- 
tists. Sometimes private practitioners do 
not provide enough dental services for 


5. American Dental Association. Fluoridation in the 
prevention of dental caries, ed. 2, 1951. 
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Table * Dentol health activities in the United States, 1950* 


States reporting 


Alabamo 
Arizona 
Arkansos 
California 
Colorado 
Connecticut 
Florida 
Georgia 
Wlinois 
Indiana 


Kentucky 
Lovisiano 
Maine 
Maryland 
Massachusetts 
Michigon 
Minnesota 
Mississippi 
Missouri 
Montano 
Nebraska 


Nevado 

New Hampshire 
New Jersey 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Caroline 
Tennessee 
Texas 

Utah 

Virginia 
Washington 
West Virginia 
Wisconsin 


Instruction | Teacher- Referral Referral 
in nurse with without 
schools training inspection | inspection 


10" 1 0 t 
2 t 3 t 
2 t 3 t 

13 t 14 t 
1 t 168 1 

38 t 105 t 
5 1 9 t 
t 40 t t 

34 W 35 Tt 

57 5 47 1 

b 15 » b 
105" 12 2,653° 2,435° 

48 10 4) 0 
a t 12 t 

30 0 31 
t 13 t 

171 1 156 15 

7 48 26 0 

415° age 173° 219° 

50 ‘2 56 0 

1128 15 1 

51" 164 2 51" 

14 7 63" 
300° 

2) 0 4 0 

78 10 t 0 
t t 176 t 

7 t t t 

44 t 44 t 

31 t 

10 1 16 t 
3 1 4 t 
7 1 5 t 

2,525° 2 2,525° 0 

17 2 39 t 
4 t Tt 

4 1 

39 10 50 t 

550° t 60 125 
2 1 4 t 

9 3 10 4 
a t 

20 5 10 72 


a. Counties. 


*Figures refer to number of towns, villages and cities, except as indicated by the following designations: 


b. All rural schools in 86 counties, 420 town schools, 9% parochial! schools. 


c. Schools. 


d. Hospitals and universities 


e. School districts. 


the demand. 


Probably the greatest demand for 
public financed dental care stems from 
economic factors. Some families actually 
do not have sufficient income to pay for 


the children in their community to meet 


dental care. In other instances, a lack 
of appreciation of the importance of 
dental health and a resulting imbalance 
of expenditures results in neglect. The 
latter circumstance calls for an effective 
educational program designed to moti- 


Post c Some 
offices | Counties type 
program 
905 67 
263 14 4 
1,089 75 5 Be 
1,434 57 38 
293 144 
660 67 7 
900 159 100 
1,459 102 44 
899 92 75 
lowa 1,103 99 
Kansos 911 105 
2,203 120 48 
747 63 17 
674 16 63 
551 23° 
571 217 
1,016 65 
1,035 354° 
728 56 4 
1,467 668 
668 7 
125 21 
334 94 
a 626 321 
: 1,924 20 
\ 1,130 44 
601 
1,333 37 
861 16 
595 10 
2,402 2,525° 
80 32 
: 496 12 
| 800 27 
| 1,993 33 
ae | 292 40° 
| 1,704 22 
| 692 13 
926 % 
i 
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Public Rnenced Priority 


services for 


Private 
Clinics children 
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5 
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94 

235 

17 

44 
5 
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16 
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6 
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tinformation not available. 

Note: The figures for some states appear to be inconsistent. For instance, some states show a greater number 
of communities with "instruction in schools” than with “some type program.” These inconsistencies probably result 
in most instances from misinterpretation of the questions. 


vate the family to assume personal re- ures, however, do not give a good indi- 
sponsibility for health. cation of the amount of care provided. 
In some communities there might be 

Localities * This section includes those provision for some emergency care for 2 
localities in which provision is made for of every 100 persons actually eligible for 
public financed dental care. These fig- it or the proportion could as well be 50 
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of every 100 persons. Rarely, if ever, 
does the amount of care equal the 
amount of need felt by the community. 
In most instances, public financed dental 
care is acknowledged primarily as a tem- 
porary expedient serving a useful pur- 
pose until better mass control measures 
are developed. 


Private Offices * In some communities 
dentists have cooperated with community 
health and welfare agencies in the de- 
velopment of a plan whereby eligible 
children are given service in private den- 
tal offices. Under this plan, dentists usu- 
ally are paid on a fee-for-service or on 
an hourly basis. 


Clinics * This classification shows the 
number of places in which public 
financed dental care was provided in cen- 
tral clinics. An accurate evaluation of 
the extent of service provided is diffi- 
cult. In some large cities there are several 
clinics, but the city was counted only 
once. On the other hand, a clinic in a 
smaller community might be used for 
only a half day each week. 


Mobile Equipment * In this section is 
included the bus or trailer type clinic in 
which dental equipment is permanently 
installed. Also included in this category 
is what is generally called “transportable 
equipment” which may be dismantled 
and moved easily from place to place. 
Mobile or transportable equipment is 
most generally used in rural areas where 
central clinics would not be easily acces- 
sible to the population. 


Priority Services for Children + In- 
cluded in this category are those places 
in which special emphasis was given, in 


the treatment program, to priority for 
the youngest age group for whom com- 
plete care can be provided. 

Where funds, personnel and treatment 
facilities are insufficient for a complete 
program for all eligible children, some 
priority classification is necessary for a 
systematic approach to the problem. Such 
priority plans can be enlarged in future 
years by maintenance care for the initial 
group, with new groups being added as 
rapidly as resources will permit. Just as 
an individual should begin dental care 
early and continue it on a regular basis, 
so should clinical programs be based on 
some similar system. 


Evaluation of Program * The figures in 
this section indicate the approximate 
number of programs in which specific 
attention is being given to evaluation of 
results. 

Many dental health programs have 
been in operation for years in an attempt 
to solve an almost overwhelming problem 
without anyone ever knowing what de- 
gree of success was being achieved. Com- 
munity dental health programs can be 
evaluated on such bases as a comparison 
of need with the percentage of children 
receiving complete care, the number of 
fillings and the number of teeth saved as 
a result of timely care and preventive 
measures. Evaluation is possible only 
when the program is designed and ad- 
ministered with this purpose in mind. A 
dental health program will be supported 
by the public when the results of periodic 
evaluations are interpreted to the com- 
munity in terms that are interesting and 
understandable. 

W. Philip Phair, D.D.S. 
Assistant Secretary 
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Editorials 


American Medical Association Councils report 
favorably on fluoridation of water supplies 


Although considerable evidence has been compiled during the past several years 
which strongly indicates that the fluoridation of communal drinking water reduces 
the incidence of dental caries, some communities hesitate to adopt the procedure. 
Opponents of the process argue, despite lack of supportive evidence, that the addi- 
tion of one part per million of fluoride to drinking water might produce serious 
systemic disorders. Such apprehension should be allayed by a joint statement re- 
cently released by the Council on Pharmacy and Chemistry and the Council on 
Foods and Nutrition of the American Medical Association. This statement, published 
on page 733 of this issue of THE JOURNAL, states that the Councils are: 


. .. unaware of any evidence that fluoridation of community water supplies up to a concentra- 
tion of one part per million would lead to structural changes in the bones or to an increase in 
the incidence of fractures. The only difficulty so far revealed is a possible increase in mottling 
of the tooth enamel. . . . After considering the evidence available at this time, the Councils 
believe that the use of drinking water containing up to one part per million of fluoride is safe. 


The Councils also agree with previously expressed opinions of the American Dental 
Association that daily users of such water should not subject themselves to additional 
fluoride intake from other sources such as bone meal and fluorine containing lozenges, 
dentifrices and chewing gum. 

When this newest method of controlling dental caries began to show promise, 
dental, medical and public health officials recognized that both the efficacy and the 
toxicity of the process had to be determined and that both the dental and the medical 
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professions had definite responsibilities in making such determinations. Dental 
investigators long since have determined that the process is effective. Medical in- 
vestigators now have confirmed that it is harmless. Since the bones and the teeth 
are more sensitive to fluoride effects than are soft tissues and since investigators have 
found no evidence that the skeletal structure of persons who have used fluoride- 
bearing water for years is affected, it appears that the arguments regarding the 
toxic effect of the approved water fluoridation process are extremely tenuous. 

- Opponents of the process now will have to conceive new reasons for preventing the 
installation of this simple and inexpensive dental health measure. 

The American Dental Association, the American Association of Public Health 
Dentists, the United States Public Health Service, the Governing Council of the 
American Public Health Association and the State and Territorial Dental Health 
Directors have recognized the value of fluoridation as a preventive for dental 
caries. The American Water Works Association recently reaffirmed its position in 
the matter (see news section of this issue of THE JOURNAL). Now that the Ameri- 
can Medical Association, through the actions of two of its important councils, has 
expressed its views regarding the nontoxicity of the procedure, no community need 
harbor misgivings about installing an approved water fluoridation process. On the 
contrary, since the dental benefits of the process are so well established, authorities 

who refuse to adopt the measure will have difficulty in justifying their position. 


The advent of radioactive compounds 
opens new fields for the dental scientist 


New light on the long debated question as to which type of filling material provides 
the best marginal seal is furnished by Armstrong and Simon on page 684 of this 
issue of THE JOURNAL. By using a radioactive calcium chloride solution they tested 
the marginal seal of recently placed gold inlays and fillings of amalgam, gold foil, 
silicate and autoset resins and found that all types of fillings admitted calcium at 
the margin. The investigators found further that the radioactive calcium actually 
penetrated portions of the most carefully inserted gold foil and silicate restorations. 
| In another article on page 664 in this issue Wainwright, reporting on a similar 
. study in which the same test solution was used, found that previously existing silicate 
| fillings in freshly extracted teeth were completely permeated by the radioactive 
calcium in a relatively short time. Both groups of investigators found the dentin sur- 
rounding the silicate fillings to be penetrated to a depth of about one-half millimeter . 
after application of the radioactive solution for periods of 5 minutes to 48 hours. 

At first glance such findings seem contrary to the success obtained by dentists in 
preventing a recurrence of caries through the use of carefully inserted restorations. ’ 
Perhaps the answer lies in the fact that different types of test substances differ in 
their ability to penetrate the sealed margins of fillings. Earlier investigators were 
limited to the use of colored solutions in testing the immediate penetrability of fillings 
and dental structures. Their investigations necessarily were inconclusive because 
the relatively enormous dye molecules can enter only relatively large spaces. The 
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advent of radioactive compounds opens up a broad new field for the dental scientist 
by permitting him to employ as tracers substances which occur normally in and 
around the teeth. Compounds can be synthesized with radioactive carbon, hydrogen 
and hundreds of other appropriate isotopes to make tracers. These radioactive com- 
pounds can be used to test the penetration, transportability and metabolism of any 
substance of dental interest. Among the substances already available in radioactive 
form are penicillin, sodium iodide, thiamin, urea, gold, copper and water. 

The availability of large numbers of radioisotopes has been made possible by the 
powerful neutron beam of the uranium pile. Dental scientists, however, did not wait 
for the developments at Oak Ridge before using radioisotopes in dental research. 
The foundation for the present work in this field was made with cyclotron-produced 
isotopes by early investigators’ including Volker, Hodge, Armstrong, Manly, Bale, 
Soggnaes, Bibby, Wasserman, Blayney, Groetzinger, DeWitt, Chievetz, Hevesy, 
Erbacher and Wannenmacher. 

It has been stated that some dental investigators hesitate to use these new atomic 
tools because of the detailed knowledge required and the radiation hazards involved. 
To help overcome this hesitancy the Association has appointed an atomic energy 
subcommittee of the Council on Dental Research headed by J. L. T. Appleton. This 
committee is preparing a résumé on sources of information, precautions against 
radiation hazards, and a list of dental atomic investigators. This and other informa- 
tion compiled by the committee will be published in THE JouRNaL. In addition the 
First District Dental Society of New York has established an atomic energy com- 
mittee which has sponsored two atomic energy issues*** of the New York Journal 
of Dentistry. 

Radioisotopes enable the investigator to trace the movement and localization of 
medicaments and biologic compounds with precision and accuracy a million times 
more decisive than is possible by ordinary chemical methods. Because of the minute 
and slow nature of many dental changes, information regarding the action and 
safety of dental materials can, in many instances, be obtained by no other method. 

One of the major responsibilities of dentistry now is to establish a program of 
synthesis of radioactive compounds of dental interest so that these new tools can 
be employed for the improvement of dental service. 


1. Dental applications of atomic energy. New York J. Den. 20:280 (Aug.-Sept.) 1950. 

2. Atomic energy and dentistry. New York J. Den. 21:284 (Aug.-Sept.) 1951. 

3. Copies of the two atomic energy issues of the New York Journal of Dentistry may be obtained at fifty 
cents each from the First District Dental Society of the State of New York, Hotel Statler, New York |. 


Professions unite to increase 
defense bond purchases 


The American Dental Association joined with several other professional organiza- 
tions last October to form a National Professional Associations Advisory Committee 
for Defense Bonds. This new committee will act in an advisory capacity to the 
United States Treasury Department and, in addition, it will solicit the aid of pro- 
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fessional people in the gigantic defense program made necessary by present inter- 
national conditions. Harold W. Oppice, immediate past president of the Association, 
has been appointed bond chairman for dentistry. Dentists and members of other 
professional groups are being requested to participate in a simple savings plan 
which consists of investing in one defense bond per month. Details of the plan are 
outlined on page 745 of this issue and explained more fully in a letter which Dr. 
Oppice is mailing to each member. 

It is not necessary to press the urgency of this program. From the standpoint of 
both national and personal interest the plan is practical. The clouds of war grow 
grayer month by month. Millions of men are in military service and billions of 
dollars are being poured into armaments. More men and more money will be required 
to insure an adequate defense and assure an early and lasting peace. More money 
invested in defense bonds means less taken in taxes. Throughout the history of this 
country members of the dental profession, like other patriotic citizens, have furnished 
their full share of manpower and money to protect the interests of the nation. They 
will continue to do so. Most dentists, long since, have established a defense bond 
buying program; a few have not. The plan advocated by the professions’ Advisory 
Committee for Defense Bonds will enable every dentist to increase his monthly 
savings systematically and aid in defending his home and country against the inva- 
sion of foreign forces. Every member of the profession is urged to determine how 
much he can save, what type of bond best fits his needs, and to arrange with his 
bank for the automatic purchase of a bond a month. 
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Fluoridation of drinking water harmless: 
statement by American Medical Association 


The Council on Pharmacy and Chemistry and the Council on Foods and Nutrition 


of the American Medical Association, on November 12, issued a joint statement 
regarding the fluoridation of community water supplies. In the opinion of both 
Councils the addition of one part per million of fluoride to drinking water under 
approved methods of control is harmless. Other organizations which have approved. 
the process for the purpose of reducing the incidence of dental caries include the 
American Dental Association, the United States Public Health Service, the American 
Association of Public Health Dentists, the Governing Council of the American Public 
Health Association and the State and Territorial Dental Health Directors. The 
attitude of the American Water Works Association is published on page 753 of this 


The Council on Pharmacy and Chem- 
istry and the Council on Foods and 
Nutrition of the American Medical Asso- 
ciation have been requested to state their 
opinion regarding the safety of fluorida- 
tion of water supplies, a procedure which 
now has been adopted by more than 140 
cities. 

The Councils are unaware of any evi- 
dence that fluoridation of community 
water supplies up to a concentration of 
one part per million would lead to struc- 
tural changes in the bones or to an in- 
crease in the incidence of fractures. The 
only difficulty. so far revealed is a possi- 
ble increase in mottling of the tooth 
enamel. From the available evidence 
based on thousands of observations the 
incidence of mottling of the enamel in 
children who drink water containing 
fluoride up to a concentration of one 
part in a million is minimal and detect- 
able only by careful dental examination. 


issue of THE JOURNAL. The statement of the American Medical Association follows. 


It occurs only in a small percentage of 
children and is so slight as not to present 
a problem from the point of view of ap- 
pearance or strength of the teeth. Evi- 
dence of toxicity other than the effect on 
enamel has not been reported in com- 
munities where the water supply has 
several times this concentration. After 
considering the evidence available at 
this time, the Councils believe that the 
use of drinking water containing up to 
one part per million of fluoride is safe. 
However, the use of products which are 
naturally high in fluoride content, such 
as bone meal tablets, or of lozenges, 
dentifrices, or chewing gum, to which 
fluoride has been added, should be 
avoided where the drinking water has 
been fluoridated. In places where chil- 
dren are subjected to warm temperatures 
and consequently drink large amounts of 
water, a lower concentration of fluoride 
may be necessary to avoid mottling. 
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LeRoy M. Ennis, who assumed the presidency of the Association on October 18, 1951, was 
born in West Chester, Pa., on January 9, 1893. He obtained his elementary education in West 
Chester, his secondary education in Philadelphia, and his dental education at the Thomas Ww. 
Evans Museum and Dental Institute School of Dentistry, University of Pennsylvania, where he 
was graduated in 1916. Early in his professional career he became interested in roentgenology 
and has devoted the greater part of his life to teaching that subject. He was instructor in ora! 
surgery at the University of Pennsylvania from 1917 to 1919 and instructor in roentgenology 
from 1919 to 1930. In 1930 he became assistant professor of roentgenology at his university 
and was made full professor of oral roentgenology in 1943, a position which he holds at the 
present time. He also is professor and director of the course in oral roentgenology, Graduate 
School of Medicine, University of Pennsylvania. He has served as president of the Philadelphia 
County Dental Society and of the Pennsylvania State Dental Society. He is secretary of the 
American Academy of Oral Roentgenology and has been secretary of the Association's Section 
on Roentgenology of which he was also a founder. 

He has appeared on numerous programs of the American Dental Association and its 
constituent and component societies and on programs of the Canadian Dental Association 
and its branch organizations. In 1946 he was a member of the Ivory Cross Expedition to the 
Netherlands and in 195! he was a member of the Mission to Japan, both of which were 
organized to aid dentists in their respective countries. 

He served as a member of the House of Delegates of the Association for twenty years and as 
a member of the Board of Trustees from the Third District from 1944 to 1950. During World 
War |, Dr. Ennis served two years in France in the Dental Corps cf the First Division, U. S. 
Army, and until 1934 held a captain's commission in the Army Reserves. From 1934 to 1945 
he was a lieutenant commander in the Naval Reserves. He is consultant radiologist to the 
Army, Navy, Veterans Administration, Public Health Service, and the University of Pennsylvania 
Hospital. 
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Ernest G. Sloman, speaker of the 
House of Delegates 


Otto W. Brandhorst of St. Louis was elected president-elect 
of the Association at its ninety-second annual session held 
in Washington, D. C., October 15-18, 1951. He will assume 
the duties of president at the close of the ninety-third annual 
session in St. Louis next year. Dr. Brandhorst was born in 
Nashville, Ill., on March 29, 1889, and was graduated from 
Washington University School of Dentistry in 1915. As a 
teacher, administrator and specialist in orthodontics he has 
served the dental profession actively and well for many 
years. He has been president of the St. Louis Dental Society 
and the Missouri State Dental Association, and editor of the 
Journal of the Missouri State Dental Association. In 1935 
he served on the Dental Advisory Council to the Committee 
on Economic Security and in 1945 he was consultant on 
dental study for the Bureau of Research and Statistics, 
Social Security Board. He is a member of the Council on 
Dental Education of the American Dental Association, serv- 
ing as chairman of two of that Council's committees, the 
Committee on Training of Dental Hygienists and the Com- 
mittee on Inspection Forms. He has served for many years 
on the House of Delegates of the Association and has been 
secretary of the American College of Dentists since 1935. 
He has contributed liberally to dental literature and has ap- 
peared on scientific programs of many dental societies 
ee Bias the country. Since 1945 he has been dean of 
Washington University School of Dentistry. 
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Washington News Letter 


Results that are encouraging, though not yet 
conclusive, in the development of standards 
for measurement of dentofacial deformities 
have been reported by Walter J. Pelton, chief 
of the Division of Dental Resources in U.S. 
Public Health Service. Upon his return to 
Washington in November from a three-week 
field study conducted in Idaho, Dr. Pelton 
informed THE JOURNAL’s Washington corre- 
spondent that the anthropometric system which 
was tried out in Idaho shows distinct promise. 

He and William A. Elsasser, also of the 
Dental Resources Division, applied the system 
to approximately 1,000 children who were 
examined for malocclusion. For purposes of 
comparison, in connection with the possible 
role that fluoridated drinking water may play, 
one of the communities studied has fluorine- 
containing water while the other has a supply 
that is virtually fluorine-free. All of the chil- 
dren examined are of white native stock. 

Dr. Pelton estimated that it will take from 
four to six months to analyze the data that 
were obtained in this effort to achieve a stand- 
ard which, in its sphere of dentistry, would be 
comparable to and as useful as the DMF 
(decayed-missing-filled) yardstick in caries 
prevention and control. The Idaho study 
marked the most aggressive step taken to date 
by USPHS toward a solution of the problem, 
and is expected to serve as a pilot plan for 
long range investigations in the future. 


DENTAL SCHOOL FINANCES 


The same division of USPHS has almost com- 
pleted work on a special study of the financial 
conditions of the country’s dental schools, a 
project in which the American Dental Asso- 
ciation has lent cooperation. A meeting of the 
advisory committee on the survey is scheduled 
to be held in Washington early in December, 
at which statistical findings will be presented. 
The final report is to be given at the annual 
meeting of the Chicago Dental Society in 
February. 

Apropos of dental education financing, a 
noteworthy development is that the Depart- 
ment of Defense is studying a plan for estab- 
lishment of medical and dental scholarships. 
The idea, as originally advanced by the Army 
Surgeon General's office, was to set up four 
scholarships—one in each class—in every 
medical school, primary purpose being to 


achieve a definite increment in Regular Med- 
ical Corps each year (scholars would be ob- 
ligated to serve on active duty one year for 
each scholarship year). Tentatively, the an- 
nual allocation per student would be $3,000, 
two-thirds of which would go for subsistence, 
tuition and other expenses and the remainder 
would be paid to the school as a subsidy. 

Since the plan was approved, in principle, 
at the recent meeting of the Association of 
American Medical Colleges, it is now being 
examined by military authorities with the end 
in view of applying it to Navy and Air Force, 
as well as Army, and extending its scope to 
cover dentistry and possibly other health pro- 
fessions. 


NAVY DENTAL CORPS PROMOTION 


In mid-November, President Truman ap- 
proved the report of a selection board that 
recommended promotion of Captains Alfred 
Richard Harris and Herman Paul Riebe to 
the grade of Rear Admiral in the Navy Den- 
tal Corps. Serving on the selection board were 
Rear Admiral Spry O. Claytor and Captains 
H. R. Delaney and D. W. Ryan, all of the 
Navy Dental Corps. 

At present Dental Officer for the 14th 
Naval District, Capt. Harris is a native of 
Pueblo, Colo., and a dental graduate of the 
University of Nebraska (1923). He entered 
the Navy in 1924. Capt. Riebe is a native of 
Wausau, Wis., and is now on duty at the 
Marine recruit depot at Parris Island, S. C. 
He was graduated from University of Cali- 
fornia College of Dentistry in 1925 and 
entered the Navy in the following year. 


UNIVERSAL MILITARY TRAINING 


Two separate reports that were made public 
within a few days of each other several weeks 
ago merit attention as documentary material 
on the subject of dental manpower. One is the 
first report made to Congress by the National 
Security Training Commission. The other, 
more restricted in content, is in the nature of 
a statistical inventory of dental faculties and 
was presented to the Health Resources Ad- 
visory Committee by its member representing 
dentistry, Leo J. Schoeny of New Orleans. 

Highlights of the Commission’s 123-page 
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INTERNATIONAL CORRESPONDENCE .. . 


printed report, with respect to material of 
particular importance to the health sciences, 
are the following recommendations: Estab- 
lishment of physical and mental qualifications 
for recruitment in the proposed National Se- 
curity Training Corps; obligation by the 
military services to provide medical and den- 
tal care and hospitalization for the trainee 
18-year-olds; premedical and predental stu- 
dents to be required to take their six months 
of military training before embarking upon 
professional training; deferment of medical 
and dental students from fulfillment of their 
obligation to serve on active duty as reservists 
until completion of their professional educa- 
tion. 

With Veterans Administration presently 
operating with inadequate numbers of den- 
tists and physicians, the Commission’s em- 
phatic recommendation that UMT trainees 
not receive the same disability benefits as 
service veterans is worthy of note. More than 
20 million veterans are now potential recipi- 
ents of hospitalization and health services at 
VA expense. If 800,000 UMT trainees were 
added each year to that load “the cost would 
be exorbitant over a period of time even if, 
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as is expected, the number of trainees who 
suffer disability as a result of injury or sick- 
ness should be very small,” said the Com- 
mission’s report. 


DENTAL SCHOOL FACULTIES 


Dr. Schoeny’s report, based on figures com- 
piled by U.S. Public Health Service, limits 
itself to a statistical picture of dental faculties 
and makes no recommendations as to ways 
and means of halting attrition. All 42 of the 
nation’s approved denial schools and colleges 
are covered in the study. 

Seventeen schools have fewer than 50 fac- 
ulty members and 17 others have more than 
50 but less than 100, according to the report. 
Of the total of 2,907 instructors, 2,465 are 
dentists (40 of them also hold M.D. degrees) 
and 151 are physicians. Average age is 40 
and one-half of them are 37 or older. The 
youngest was 20 years old and the oldest 81. 
The average school was found to have seven 
students per equivalent full-time faculty mem- 
ber, the ratio ranging from 3 to 17 per in- 
structor. 


International Correspondence 


NEWS FROM GREAT BRITAIN 


The return of the Conservative Party to power 
has no particular significance for the dental 
profession at this early stage. The Party has 
made no declaration of policy on dental 
matters, although it has frequently expressed 
concern at the state into which school den- 
tistry has fallen and has declared its desire to 
see conditions for school dentists improved so 
that this important public service can be 
carried out more successfully than it has since 
1948. The Labour Party had declared its in- 
tention to introduce a new dental act abolish- 
ing the Dental Board of the United Kingdom 
and creating a Dental Council in its place, if 
it were returned to power, and there is no 
indication that such an act will be intro- 
duced during the present session of Parlia- 
ment. 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


The third report of the Faculty of Dental Sur- 
gery, just published, reveals that the demand 
for postgraduate instruction under the aegis 
of the Board of the Faculty continues to in- 
crease. Two courses organized with the Insti- 
tute of Dental Surgery of the University of 
London received special mention, since stu- 
dents from all parts of the world, especially 
the Commonwealth, attended them, and Sir 
William Kelsey Fry has attended the college 
each week to interview postgraduate students 
and advise them regarding their training. 
Plans for the future include the establishment 
of a well equipped department of dental sur- 
gery within the college buildings. 
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The Cartwright Prize, to be awarded in 
1956, is offered for the best essay on “The 
Diagnosis and Treatment of Fibro-Osseous 
Enlargements of the Jaws,” presented by any 
person engaged in the study or practice of 
dental surgery and possessing qualifications 
suitable for registration under the Medical 
Acts of the United Kingdom. No award was 
made for the quinquennium 1946-50. 

A new award, known as the Colyer Medal, 
will be awarded for distinguished labours, 
researches and discoveries eminently condu- 
cive to the improvement of natural knowledge 
concerning dental surgery. The award is 
named in honor of Sir Frank Colyer, for 50 
years curator of the Odontological Museum. 

The Commemoration Fund, which now 
totals £3,400, is to be used for holding lec- 
tures, or for other educational or scientific 
services determined by the Board, in honour 
of distinguished dental surgeons. The fund 
commemorates the founding of the Faculty. 

The Board of Faculty has accepted in 
principle the following criteria, suggested by 
a joint committee of the three Royal Colleges, 
regarding the training of consultants. (1) 
Consultants must have received their training 
by holding posts at an approved hospital. Each 
College shall approve hospitals for higher 
training in its own branch of the profession 
and recognition shall be granted by the stand- 
ing joint committee on the nomination of the 
individual College concerned. (2) Consultants 
shall have a minimum of six years’ training 
and experience after qualification approved 
by the Royal College and during that time a 
higher qualification must be obtained. (3) 
Consultants must hold a higher degree or 
qualification approved by the Colleges. (4) 
Consultants must hold or have held a hos- 
pital appointment approved by the Colleges. 


The Board has presented to the Minister 
of Health, as an urgent matter, its view that 
immediate action should be taken to provide 
adequate dental departments in general hos- 
pitals staffed with properly experienced per- 
sonnel. Such action would provide greater 
opportunities for newly qualified dentists to 
gain experience in hospital dentistry, and 
would also widen the scope for training con- 
sultants. The Minister of Health is reported 
to have received the suggestion sympatheti- 
cally. 


ROYAL COLLEGE OF SURGEONS, 
EDINBURGH 


The first meeting of the fellows was held in 
early October and the following were elected 
to a committee to represent Scottish den- 
tistry: F. G. Gibbs, chairman; D. S. Middle- 
ton, secretary; J. Aitchison of Glasgow 
University; A. Cubie of Glasgow; T. H. J. 
Douglas, senior dental officer of the Depart- 
ment of Health for Scotland; A. D. Hitchin, 
St. Andrews University; W. Russell Logan, 
consultant in orthodontics at Edinburgh den- 
tal school; Duncan Macgregor, member of the 
Dental Board of the U.K.; and W. R. Tat- 
tersall of Dundee, chairman of the represen- 
tative board of the British Dental Association. 


THE KINO’S ILLNESS 


The illness of His Majesty the King has been 
the anxious concern of all in Britain, and a 
telegram to the Queen from the president of 
the B.D.A., E. B. Dowsett, was among the 
many which expressed the hope of a speedy 
recovery. 
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News of Dentistry 


THIS MONTH’S MEETINGS 
OF ASSOCIATION AGENCIES 


Three agencies of the Association have 
scheduled meetings for December in the 
Central Office. They are the Council on 
Legislation, the Special Committee on 
National Emergency Dental Services, 
and the Special Committee on Survey of 
Dentistry of the Board of Trustees. 


Legislation * The Council on Legislation 
will meet December 9-10, according to 
E. Harold Gale of Albany, N.Y., chair- 
man. The Council will review the status 
of dental legislation introduced during 
the first session of the 82nd Congress, 
study the actions of the House of Dele- 
gates of the Association which may af- 
fect legislative policy, and make plans for 
the second session of Congress which 
begins next month. Prime target for the 
second session, Dr. Gale reported, will 
be the enactment of the Army Dental 
Bill already passed by the Senate. 


Emergency Dental Services * The Spe- 
cial Committee on Emergency Dental 
Services will meet on December 20, ac- 
cording to LeRoy M. Ennis, chairman. 
The Council will consider the implica- 
tions of the Universal Military Training 
program, with special attention to the 
October report to Congress by the Na- 
tional Security Training Commission. 
(See Washington News Letter, page 736, 
for highlights.) It will appoint the mem- 
bership of a special subcommittee to 
handle civil defense matters, and it will 
consider the dental materials situation 
and the effect on it of priorities and al- 
locations. 


Survey of Dentistry * The Committee on 
Survey of Dentistry, special committee of 


Association Affairs . 


the Board of Trustees, will meet on De- 
cember 10. Members are H. B. Washburn 
of St. Paul, treasurer of the Association; 
J. B. Carr of Indianapolis, Seventh Dis- 
trict trustee; and Harold Hillenbrand, 
secretary of the Association. 


Board of Trustees * Date of the spring 
meeting of the Board of Trustees has 
been set for March 27-29, 1952. The 
meeting will be held in the Central 
Office. 


EARNEST SUCCEEDS ALSTADT 
ON LEGISLATION COUNCIL 


J. C. Earnest of Monroe, La., has been 
appointed to the Council on Legislation 
of the Association by LeRoy M. Ennis, 
president, to fill the unexpired term 
(1952) of W. R. Alstadt of Little Rock, 
Ark. Dr. Alstadt is the newly elected 
trustee from the Twelfth District. 


“CAREER IN DENTISTRY” FILM 
PRESENTED TO ASSOCIATION 


The American College of Dentists has 
presented to the American Dental Asso- 
ciation a sound motion picture, in color, 
entitled “A Career in the Profession of 
Dentistry.” Designed for use by mem- 
bers of the profession who are called upon 
to speak to high school and junior col- 
lege students regarding a career in den- 
tistry, the film is intended to provide 
incentive for highly qualified students to 
train for the profession, rather than to 
increase the total number of applicants, 
according to Willard C. Fleming, presi- 
dent of the College. Dr. Fleming is also 
dean of the College of Dentistry of Cali- 
fornia, where the film was produced from 
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Exhibit booth of the Internationa! Dental Congress displayed in the Netional Guard Armory, Washing- 
ton, D.C., during the ninety-second annual session of the Association. Cyril de Vere Green of London, 
England, and Marian D. Luehring of the Central Office, reported their booth was one of the most 
popular in the Armory. (See story, page 749.) 


Inset are representatives of international dentistry, photographed as they spoke before the House 
of Delegates. Reading counter-clockwise, they are: 


Don W. Gullett, Toronto, Canada. “Greetings from the Canadian Dental Association.” 
Cyril de Vere Green, London, England. “The International Dental Congress needs the support of 
American dentists.” 
Josse de Wever, Antwerp, Belgium. "All this leads to international understanding.” 
pee a ay Melbourne, Australie. “In extending dental services we intend to begin with the 
child. 


Carlos J. Cornish, Mexico City, D.F. “Fraternal greetings from Mexico.” 
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Harold W. Oppice, president 
of the Association, and David 
T. Fitzgibbon, chairman of local 
arrangements for the —_—. 
second annual session in Wa 
ington, D.C., at the Tomb of 
the Unknown Soldier in the 
Arlington National Cemetery, 
on October 16. The wreath 
was placed on the tomb by Dr. 
Oppice at a ceremony at which 
he was assisted by members of 
the Board of Trustees. “It is a 
shrine built by a million men 
through two centuries to re- 
mind us that freedom is not a 
gift,” said Dr. Oppice. 


Right: Harold W. Oppice presents the 
gevel of office to LeRoy M. Ennis whom 
he installs as new president of the 


Association. 


Below: Members of the Board of Trustees 
of the Association, photographed with 
President Truman in the Rose Garden of 
the White House, where they were re- 
ceived informally by the President on 


October 16. 
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shots taken on other campuses through- 
out the country. 

The 16 mm. film will eventually be 
available on a rental basis from the Asso- 
ciation’s film library, now being organized 
after authorization by the House of Dele- 
gates in October. In the meantime, in- 
quiries should be directed to Dr. Fleming, 
who has announced that copies may be 
purchased for $150 apiece. His address 
is College of Dentistry, University of 
California Medical Center, San Fran- 
cisco 22. 


SHAILER PETERSON MADE 
HONORARY A.A.D.E. MEMBER 


Shailer Peterson, secretary of the Coun- 
cil on Dental Education of the Associa- 
tion, has been elected to honorary 
membership in the American Association 
of Dental Examiners. The announcement 
was made by Car! A. Bumstead of Lin- 
coln, Neb., secretary-treasurer of the 
A.A.D.E. 


ENNIS APPOINTS DELEGATES 
TO NATIONAL HEALTH COUNCIL 


The appointment of the Association’s 
1952 delegates to the National Health 
Council has been made by LeRoy M. 
Ennis, president. They are Daniel F. 
Lynch of Washington, D.C., and Percy 
T. Phillips of New York. Dr. Ennis is 
the third delegate by virtue of his office 
as president of the Association. 


UMW DENTAL PROGRAM SUBJECT 
OF CHARLESTON MEETING 


The dental program operated by the 
United Mine Workers of America Wel- 
fare and Retirement Fund was the sub- 
ject of a meeting in Charleston, W. Va., 
on November 26. Called by the Council 
on Dental Health of the Association, the 


meeting, attended by representatives of 
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state dental societies in the coal mining 
areas, was conducted by David W. Brock 
of St. Louis, chairman of the Council. 
Allen O. Gruebbel, secretary of the Coun- 
cil, and Bernard J. Conway, assistant 
secretary of the Council on Legislation 
also attended. 


ASSOCIATION MEMBERSHIP 
SURPASSES 1950 FIGURE 


Membership in the Association reached 
76,012 on October 31, just surpassing the 
figure for a year ago of 76,005. 
Meantime, circulation of THE JOURNAL 
jumped to 78,164, an increase of 2,904 
over the June 1951 circulation of 75,260. 


NEW CENTRAL OFFICE 
APPOINTMENTS ANNOUNCED 


Three new Central Office appointments 
have been announced by Harold Hillen- 
brand, secretary of the Association. 

Bernard J. Conway, staff member of 
the Council on Legislation since Decem- 
ber 1949, has been appointed assistant 
secretary of the Council. Mr. Conway, 
who has a Bachelor of Laws degree from 
Loyola University, will continue to give 
special attention to state legislation. 

Claire Danziger has been appointed 
assistant director of the Bureau of Public 
Information. Miss Danziger has been on 
the Bureau’s staff since February 1950, 
when she came to the Central Office with 
12 years’ newspaper experience during 
which she was night telegraph editor on 
the Chicago Herald American and as- 
sistant foreign editor on the Chicago Sun. 
She has a Bachelor of Arts degree from 
the University of Chicago. Director of 
the Bureau is Herbert B. Bain. 

Marian Driscoll has been appointed 
administrative assistant in the Division 
of Dental Health Education, to succeed 
Lucia Stolp, who resigned on November 
1. Miss Driscoll will perform edito: ‘al 
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duties in the preparation of dental health 
education material. Formerly sales pro- 
motion manager of Potomac Engineering 
Corporation, Miss Driscoll has a Bache- 
lor of Arts degree in journalism from the 
College of Mount St. Joseph, Cincinnati. 
During her career she has also been 
woman’s page editor for the Logansport 
Press (Ind.), training supervisor and 
author of a manual for Montgomery 
Ward and Co., assistant editor of College 
and University Business, and editor of a 
trade journal. 


“AMERICA’S DENTAL LEADERS” 
NOT AN ASSOCIATION PROJECT 


The publication entitled “America’s 
Dental Leaders,” reported to be in prep- 
aration by Distinction Press, Inc., of 
Chicago, is in no way sponsored by or 
connected with the American Dental 
Association. Inquiries have been received 
at the Central Office from members who 
have been circularized by the firm with 
a request for biographical information to 
include in the volume. 


Dental Societies 


INDIANAPOLIS DISTRICT PLANS 
ALL-DAY MEETING IN JANUARY 


The Indianapolis District Dental Society 
has reported it will hold its annual all- 
day meeting on January 14, 1952, in the 


Rice Auditorium of the Indiana State 
Board of Health Building. 

Presentations on the importance of 
roentgenography in treatment planning, 
the design and construction of removable 

dentures, and acrylic jacket 

crowns and bridges, by L. B. Spear of 
Indianapolis, Arthur R. Frechette of 
Bethesda, Md., and Frank C. Starr of 
Columbus, Ohio, respectively, will be 
followed in the afternoon by a program 
of 9 table clinics by 13 outstanding clin- 
icians. A “telephone course” entitled 
“Factors Influencing Occlusion” will 
comprise the evening program, the an- 
nouncement states. 

Details may be obtained by writing to 
the secretary, D. C. Barnhill, 400 Bankers 
Trust Building, Indianapolis. 


MASSACHUSETTS SOCIETY TO 
OFFER SEMINARS NEXT MONTH 


The Massachusetts Dental Society will 
conduct its 1952 annual educational 
course January 29-30, with a program of 


nine postgraduate teaching seminars in 
cooperation with the Harvard and Tufts 
dental schools and the Forsyth Dental 
Infirmary for Children, a program of 
table clinics, and an evening seminar on 
periodontics. 

Fourteen clinicians outstanding in their 
fields complete the two-day program, 
with sessions on oral surgery, roentgen- 
ology, fixed bridgework, pedodontics, 
partial prosthesis, and other subjects. 

Subscription to the course, including 
a luncheon with a guest speaker, is $7.50. 
Details may be obtained by writing to 
L. T. Maloney, 227 Commonwealth 
Avenue, Boston. 


NEW COMPONENT SOCIETY 
ANNOUNCED IN MICHIGAN 


Formation of a new component society, 
the Kalamazoo Valley District Dental 
Society, has been approved by the Mich- 
igan State Dental Association, according 
to H. C. Gerber, Jr., executive secretary 
of the state association. 

Officers of the group, which formerly 
held membership in the Southwestern 
District Dental Society of the state, are 
J. R. Short of Kalamazoo, president, and 
T. W. Howson of the same city, secretary. 
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ADMIRAL PUGH LAUDS KOREAN 
ROLE OF NAVY DENTAL CORPS 


Rear Admiral Lamont Pugh, Navy Sur- 
geon General, paid tribute to the fine 
performance of members of the Navy’s 
Dental Corps in Korea, when he spoke 
on October 14 at the annual dinner of 
the International College of Dentists in 
Washington, D.C. “I should be derelict 
indeed if I did not pay pointed tribute 
to the commendable role members of the 
Navy’s Dental Corps are performing in 
the current Korean conflict,” he said, 
adding that a high order of performance 
had come to be expected of them, based 
on the precedent set in the past by the 
Corps. 

The Admiral stated that 210 Navy 
‘dentists have seen service in Korea since 
the outbreak of hostilities. A total of 84 
Navy dental officers and 135 enlisted 
dental technicians, assigned with them, 
are now in the Far Eastern theater. Of 
these, 40 dental officers and 58 enlisted 
dental technicians are serving with the 
Marine Corps, and 48 dental officers and 
77 enlisted dental technicians are in ships. 
In addition, 19 dental officers and 32 
enlisted dental technicians are on duty 
in Japan, he reported. 


NAVY 1952-53 DENTAL INTERN 
TRAINING PROGRAM ANNOUNCED 


The Navy, continuing its naval dental 
intern training program during 1952-53, 
has announced that one-year rotating 
internships in selected U.S. Naval Hos- 
pitals and the U.S. Naval Dental School, 
National Naval Medical Center, Be- 
thesda, Md., will be available beginning 
in August 1952. The announcement came 
from Rear Admiral S. O. Claytor, chief 
of the Dental Division and assistant chief 
of the Bureau of Medicine and Surgery, 
Department of the Navy, who stated that 
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National Defense 


all applications must be in the Bureau 
of Naval Personnel by March 13, 1952. 

Complete information may be obtained 
from any U.S. Naval Recruiting Station, 
Office of Naval Officer Procurement, 
District Dental Officer, or the chief of 
the Bureau of Medicine and Surgery, 
Navy Department, Washington 25, D.C. 


ARMY TO ACTIVATE 165 
DENTAL RESERVE OFFICERS 


The Department of the Army has an- 
nounced that 165 recently commissioned 
dental Reserve officers will be ordered to 
active military service in January. Den- 
tists affected. are in the Priority I group 
who accepted commissions after register- 
ing with Selective Service under Public 
Law 779. 

Regional quotas, “determined by the 
Army after consultation with civilian 
dental and health authorities in order to 
ensure the continuance of adequate den- 
tal care” in the areas, are reported to be 
as follows: First Army, 40; Second Army, 
10; Third Army, 20; Fourth Army, 25; 
Fifth Army, 40; and Sixth Army, 30. 

To date, the Army has ordered 1,076 
Priority I dental reservists to active duty, 
including 78 in November, the announce- 
ment stated. 


CIVIL DEFENSE INFORMATION 
KIT IS AVAILABLE 


An “information kit,” prepared by the 
Federal Civil Defense Administration, is 
available for use by personnel of national, 
state and local organizations in their 
civil defense efforts. 

The material includes a speaker’s kit 
containing speeches for use with various 
types of audience, as well as booklets de- 
scribing the principles of civil defense 
against atomic and biological warfare, 
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Rear Admiral A. W. Chandler (second from left), 
dental inspector general in the Navy's Bureau of 
Medicine and Surgery, photographed on his ar- 
rival in Honolulu on August 30, on the first lap of 
his 37-day around-the-world flight inspection tour 
of naval dental activities. With him are Lt. Cmdr. 
Joseph J. Jacobs (right), his administrative ex- 
ecutive assistant, and Capt. Clay A. Boland, 
head of the Reserve Branch in the Dental Division, 
who accompanied the Admiral as far as the 
Philippines. Rear Admiral Carl A. Broaddus (left) 
and Capt. Curtiss Schantz (center), on duty in the 
Pacific area, greeted the party on their arrival. 


the responsibilities of national organiza- 
tions in civil defense, and the aids ob- 
tainable from FCDA by state and local 
organizations. A comprehensive outline, 
or “Study Guide” also is included. 

The kit may be obtained for $1.50 
from the Superintendent of Documents, 
U.S. Government Printing Office, Wash- 
ington 25, D.C. 


DENTISTRY JOINS IN MEDICAL 
CIVIL DEFENSE CONFERENCE 


Dentistry was represented among 350 
leaders in the health professions and a 
panel of 14 speakers from the Federal 
Civil Defense Administration, who par- 
ticipated in a Medical Civil Defense 
Conference held November 9-10 in Chi- 
cago. The meeting, sponsored by the 
American Medical Association, American 
Hospital Association, and Association of 
State and Territorial Health Officers, 
was held for the purpose of accelerating 
and unifying medical civil defense plan- 
ning. 

Russell W. Bunting, dental consultant 
in the health and special weapons de- 
fense division of FCDA, pointed out 
that the country’s dentists constitute a 
vast reservoir of trained men for auxil- 
iary services to supplement the inade- 
quate number of medical personnel 
available in case of disaster. Their role 
must be determined by joint action of 
dental and medical groups at the plan- 
ning stage at all levels, he said. 
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Rudolph H. Friedrich, chairman of 
the Council on Federal Dental Services 
of the Association, urged that state health 
directors should assume the responsi- 
bility, invested in them by law, for co- 
ordinating the health services in plan- 
ning a civil defense program at the state 
level and, with local health personnel 
and associations, at the local level. 

Julius J. Stein, chairman of the Cali- 
fornia Emergency Medical Service Com- 
mittee, pointed out that in his state 
dentistry is represented on a citizens 
medical committee which acts in an 
advisory capacity to the policy making 
body. The committee has recommended 
that eight dentists be provided for every 
500 hospital beds, he said. 

Francis J. Garvey, secretary, and Ber- 
nard J. Conway, assistant secretary of 
the Council on Legislation of the Asso- 
ciation, also attended the conference. 


ADVISORY GROUP BOOSTS USS. 
DEFENSE BOND CAMPAIGN 


A rise in Defense Bond purchases is ex- 
pected this month as a result of a boost 
given to the U.S. Treasury Department’s 
campaign by the newly formed National 
Professional Associations Advisory Com- 
mittee for Defense Bonds. 

The Committee, formed. jointly by 
eight national professional organizations 
including the Association, the American 
Medical Association, the American Hos- 
pital Association, and other prominent 
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groups, was set up in October to function 
in an advisory capacity to the Treasury 
Department. It will also spur the pur- 
chase of defense bonds by self-employed 
professional men, by putting into their 
hands a form which they need only fill 
out and mail in order to instruct their 
bank to purchase a bond a month, and 
to make the deduction from their check- 
ing account. 

National Bond Chairman for the As- 
sociation is Harold W. Oppice, imme- 
diate past president, who has reported 
that early this month a letter bearing his 
signature will go to every member of the 
Association. Enclosed with it will be a 
form for the recipient’s convenience in 
instructing his bank, as well as descrip- 
tions of three types of bonds from which 
he can choose. 


Under the Series E Bond-a-Month 


DENTAL EDUCATORS TO CONFER 
IN CHICAGO IN FEBRUARY 


Dental textbooks and licensure examina- 
tions will be the subjects of two panel 
discussions to be held at the eighth an- 
nual Congress on Dental Education and 
Licensure, scheduled for February 2, 
1952, in Chicago. Sponsored by the 
Council on Dental Education of the 
Association, the Congress will be at- 
tended by approximately 250 dental edu- 
cators from most of the nation’s dental 
schools, and dental examiners from most 
of the states, and is open to anyone in- 
terested in problems of dental education 
or hcensure, according to Shailer Peter- 
son, secretary of the Council. 

In preparation for the meeting, con- 
sultation with dental educators and ex- 
aminers throughout the country is already 
in process, and their views will again be 
sought from the floor of the meeting by 
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Plan, recommended by the Treasury De- 
partment, purchase of a bond a month 
starting now will provide monthly retire- 
ment payments beginning 20 years hence, 
77 per cent higher than the purchase 
price of the bonds. Thus, if the investor 
would like to receive $266.67 a month 
in 20 years’ time, he may instruct his 
bank to purchase a $150.00 bond each 
month; if he wishes to receive $133.33 a 
month in 20 years’ time, he may pur- 
chase a $75.00 bond each month. Other 
denominations also are available. 

Series G Bonds, designed “for sub- 
stantial funds,” according to the Treas- 
ury Department, yield a steady 2% per 
cent return which is paid by check semi- 
annually; they are redeemable at par in 
case of death. Series F Bonds yield 2.53 
per cent interest compounded annually 
when held to maturity. 


the panel members, Dr. Peterson re- 
ported. 

The planning committee is comprised 
of Eugene R. Westcott of Atlantic City, 
N.J., chairman of the Council; J. Roy 
Blayney of Chicago; Otto W. Brandhorst, 
Council member and président-elect of 
the Association; and Arthur W. Easton 
of Norway, Maine, in addition to Dr. 
Peterson. 

The meetings will be held at the Con- 
rad Hilton (formerly the Stevens) Hotel. 


N.Y. ADVISED TO DOUBLE ITS 
DENTAL EDUCATION FACILITIES 


New York State needs twice the accom- 
modation now available for training 
dental students, if the critical shortage of 
dentists anticipated by 1958 is to be 
avoided, according to Walter H. Wright. 
dean of New York University College of 
Dentistry. 
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In his annual report, recently made 
public, Dean Wright said that increased 
facilities are needed to accommodate 
2,200 dental students and provide ap- 
proximately 500 graduates a year. He 
urged the building of a new and enlarged 
dental school at New York University 
with a capacity of 800 students, and 
called for the establishment of two state 
dental schools and expansion of existing 
private schools in the state and in New 
York City. 

New York already has 744 dentists less 
than the number needed to provide one 
per 1,000 population, and New York 
students studying dentistry in the U.S. 
last year totaled 37 per cent less than 
during 1937-45, he explained. He pointed 
out that “estimates show the country 
will require 12,400 additional dentists by 
1954, including those who graduate this 
year,” and that of this total New York 
State must supply 17 per cent, or 2,100. 
“Add to this our present deficit of 744 
and we arrive at a total of 2,800 den- 
tists that the state will need by 1954,” 
he said. 


ILLINOIS BEGINS THIRD 
TELEPHONE COURSE PROGRAM 


The University of Illinois dental school 
started its third series of telephone 
postgraduate courses on November 12, 
according to Saul Levy, coordinator of 
postgraduate studies extension division. 
The courses will be transmitted on a 
national telephone hookup to enrolled 
dental societies. 

Again entitled “Current Advances in 
Dentistry,” the 1951-52 series will be 
comprised of five 12-hour panel dis- 
cussions on dental caries, the denture and 
the temporomandibular joint, factors in- 
fluencing occlusion, advances in dental 
radiology, and oral infections, by 30 
nationally known lecturers, Dr. Levy 
announced. 


Tuition fee is $10 per person for the 
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series. Further details may be obtained 
by writing to Dr. Levy, at the University 
of Illinois College of Dentistry, Post- 
graduate Studies Extension Division, 808 
South Wood Street, Chicago 12. 


TUFTS PLANS THIRD ANNUAL 
BERKSHIRE CONFERENCE, 1952 


Plans are already under way at Tufts 
Dental School, Boston, for the third an- 
nual Berkshire Conference in Periodon- 
tology and Oral Pathology, to be held 
at Eastover, a resort hotel in Lenox, 
Mass., June 15-19, 1952. According to a 
preliminary announcement from the di- 
vision of graduate and postgraduate 
studies of the dental school, which con- 
ducts the conferences, the four-day pro- 
gram will be comprised of lectures, sem- 
inars and panel discussions on clinical 
problems, by outstanding teachers and 
clinicians in dentistry, medicine, and 
related fields. The faculty of 12 will in- 
clude Hans Selye, professor and director 
of the Medical Institute of Experimental 
Surgery of the University of Montreal, 
whose name is associated with current 
knowledge of the general adaptation 
syndrome; H. B. G. Robinson, professor 
of oral pathology and oral diagnosis at 
Ohio State University, who will speak 
on oral neoplasms; William Dameshek, 
professor of clinical medicine at Tufts 
College medical school, whose subject 
will be clinical hematology; and Irving 
Glickman, director of the division of 
graduate and postgraduate studies at 
Tufts College dental school, whose pres- 
entation will be entitled “Present Day 
Frontiers in the Periodontal Field,” as 
well as other leaders in the health pro- 
fessions. 

Tuition is $100; room, board and in- 
cidentals total $70 per person. Further 
details may be obtained by writing to 
the Berkshire Conference, Tufts College 
Dental School, 136 Harrison Avenue, 
Boston 11, Mass. 
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DENTAL SCHOOLS ANNOUNCE 
NEW POSTGRADUATE COURSES 


University of Illinois + A two-year, full- 
time postgraduate course in the basic 
sciences is offered by the department of 
oral and maxillofacial surgery of the 
University of Illinois dental school, which 
states that the course will carry credit 
toward a Master of Science degree. Ap- 
plications for September 1952 are now 
being accepted, it is reported. 

Further details may be obtained by 
writing to the Department of Oral and 
Maxillofacial Surgery, College of Den- 
tistry, University of Illinois, 808 S. Wood 
Street, Chicago 12. 


Temple University * A_ postgraduate 
course in endodontics, under the direc- 
tion of Morton Amsterdam, and one in 
periodontics directed by Jacoby T. Roth- 
ner, are scheduled to begin in February, 
it has been announced by Temple Uni- 
versity dental school. The endodontics 
course is to be held on seven successive 
Wednesdays beginning on February 6, 
and the periodontics course on seven 
successive Thursdays beginning on Feb- 
ruary 7. Fee for each course is $175; 
attendance is limited to 15. 

Application blanks may be obtained 
by writing to Temple University School 
of Dentistry, 3223 North Broad Street, 
Philadelphia 40. 


University of Oregon * Six postgraduate 
courses for the winter term have been 
announced by the University of Oregon 


DENTISTRY ON PROGRAM OF 
LATIN AMERICAN CONGRESS 


Dentistry will be represented on the 
scientific program of the fourth Latin 
American Congress of Physical Medicine, 
to be held in Panama City February 24- 
29, 1952, according to an announcement 
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dental school. Subjects, instructors, dates 
and tuition fees are as follows: oral pa- 
thology and diagnosis, by John K. Young, 
January 14-18, fee $50; partial dentures, 
by C. N. Skinner, January 21-25, fee $75; 
dentistry for children, by Hugo M. Kul- 
stad, January 28-29, fee $25; nutrition 
and endocrine therapy, by J. Donald 
Shriber, February 4-5, fee $25; oral sur- 
gery, by David H. Grimm, February 18- 
25, fee $75, attendance limited to 10; 
crown and bridge construction, by John 
Kuratli, March 10-21, fee $150, attend- 
ance limited to 10. 

Further details may be obtained by 
writing to Vinson M. Weber, head of the 
department of postgraduate education, 
University of Oregon Dental School, 809 
Northeast Sixth Avenue, Portland 14. 


New York University + A full-time course 
in periodontics and oral medicine, be- 
ginning in September 1952 and ending 
in May 1953 and leading to a certificate, 
has been announced by the New York 
University dental school. Attendance is 
limited to four. 

Half-time two-year courses also are 
offered, in addition to a three-week re- 
fresher course beginning June 2, 1952, 
the announcement states. All courses are 
under the direction of Samuel Charles 
Miller: 

Further details may be obtained by 
writing to the secretary, Postgraduate 
Division, New York University College 
of Dentistry, 209 East 23rd Street, New 
York 10. 


by Cassius Lopez de Victoria, its execu- 
tive secretary. 

The Congress will continue until 
March 9, with visits to medical institu- 
tions and other points of interest in Costa 
Rica, Honduras, El Salvador, other South 
American countries, and Mexico. 
Further details may be obtained by 


| | 
| 
iy i 
4 
¢ J 
f 


NEWS OF DENTISTRY . . . VOLUME 43, DECEMBER 195! © 749 


writing to Dr. Lopez de Victoria, Latin- 
American Congress of Physical Medicine, 
176 East 71st Street, New York. 


400 ENROLL IN INTERNATIONAL 
DENTAL CONGRESS IN TWO DAYS 


In the two days October 15-16, more 
than 400 dentists stated they planned to 
attend the International Dental Congress 
to be held July 19-26, 1952, in London, 
according to Cyril de Vere Green of the 
Fédération Dentaire Internationale, which 
sponsors the Congress. In addition, at 
least 1,000 dentists from U.S.A. have 
already made travel arrangements, he 
estimated. 

The figures were revealed after Dr. 
Green had spent four days at the ex- 
hibit booth of the Congress at the Na- 
tional Guard Armory, answering queries 
and issuing enrollment forms, during the 
ninety-second annual session of the Asso- 
ciation in Washington, D.C. He was 
aided by Marian Luehring, Association 
employee in the Central Office. (Picture 
on page 740.) An employee of the British 
Dental Association will perform a similar 
function for the American Dental Asso- 
ciation at the Congress, 4o be held in 
London July 19-26, 1952, it is reported. 

Most important part of the scientific 
program will be the general discussions of 
a series of 20 reports constituting a sur- 
vey of the whole field of dental science, 
according to the Scientific Committee. 
Among those presenting the reports are 
Henry Beyron (Sweden), Malcolm Wal- 
lace Carr (U.S.A.), John W. Gilbert 
(Great Britain), Louis I. Grossman 
(U.S.A.), A. Lundstrom (Sweden), S. 
A. MacGregor (Canada), R. Marguerite 
(France), E. Matthews (Great Britain), 
Birger Ofstad (Norway), J. M. Spooren- 
berg (Holland), J. Staz (South Africa), 
Alfred A. Steiger (Switzerland), Isaac 
Schour (U.S.A.), Stanley D.. Tylman 
(U.S.A.), and Shailer Peterson (U.S.A.). 
Dr. Tylman and Dr. Peterson, both of 


Chicago, are former chairman of the © 
Council on International Relations and 
secretary of the Council on Dentai Ed- 
ucation of the Association, respectively. 
Enrollment forms may be obtained by 
writing to H. Parker Buchanan, secre- 
tary general, International Dental Con- 
gress, 13 Hill Street, London W 1. 


E. B. DOWSETT, BRITISH DENTAL — 
ASSOCIATION PRESIDENT, DIES 


Word was received at press time that Col. 
E. B. Dowsett of London, England, presi- 
dent of the British Dental Association, 
died suddenly on November 13. 


C.D.A. PRESIDENT CITES AID 
OF ASSOCIATION TO CANADA 


An example of international cooperation 
in dentistry is the assistance given to the 
Canadian Dental Association by the 
councils of the American Dental Asso- 
ciation, especially with regard to raising 
the standards of dental education, ac- 
cording to Harold M. Cline, president 
of the C.D.A. 

On a good-will visit to the Central 
Office in Chicago, on his way home to 
Vancouver after a “visitation trip” to 
the provinces which took him as far east 
as Newfoundland, Dr. Cline expressed 
his “highest appreciation” for the co- 
operation and assistance given to the 
C.D.A. by the Association, and also for 
the “great degree of courtesy” extended 
to him by the Central Office staff. 

“Our dental education council in the 
C.D.A. is now well established,” Dr. 
Cline reported, “and the survey of den- 
tal schools, planned after consultation 
with the Council on Dental Education 
of the American Dental Association, has 
been completed as a preliminary step in 
an accreditation plan.” 

The Council on Dental Therapeutics 
is another agency of the Association upon 
whose activities the C.D.A. has grown 


: 
| 
a 
4 
4 
. 
j 
‘ 
4 
> 


ASSOCIATION HEADQUARTERS, AND OTHER BACKGROUND ACTIVITIES, AT 
THE STATLER HOTEL IN WASHINGTON, D. C.. DURING THE NINETY-SECOND 
ANNUAL SESSION 


Pictured here are some of the annual session activities which, although 
sometimes operating 18 or more hours 6 day, were not visible to many 
of the dentists in attendance 


CREDENTIALS A.D.A. 


‘ 


At top of opposite page, extreme left, 
G. B. Denton aoken prepares the pro- 
ceedings of the meeting from the verba- 
tim typescript fed to him by Janna Q. 
Olson (right of picture), stenotypist, and 
her assistant, Mona Clair (left of pic- 
ture). Dr. Denton is consulting with Doris 
Nugent, executive assistant in the Office 
of the Secretary. Checking budget fig- 
ures (second from right) is Dorothy 
Wright, accountant. 


In the second picture is the Associe- 
tion's exhibit booth at the National 
Guard Armory, manned by Catherine 
Lipke. 


Above, typing and cutting stencils of material which appeared next morning at the place 
of every member of the House of Delegates, are, standing, Ruth Schoeneman, Alice L. 


Panresis, Velma M. Child [in charge of the Headquarters Office). Seated are June L. 
Ewing, Olga Olive Norberg, Margo Davies, Ruth E. Wade, Eleanore B. Dufour (assigned 
to the Speaker of the House), and M. Patricia Connelly. Not pictured are Marion E. Philips 


and Lucia Stolp. 


Above, right, Frances Collis, supervisor of the Mimeograph Department, runs off the 
stencils, assisted by Robert A. Spates, Shipping Room supervisor of the Association. 


On the opposite page, below, Frances A. Lyon assists Dr. and Mrs. H. W. Silverstein of 
Atlanta, Ga., as they register at the Armory. Mrs. Lyon is supervisor of the Membership 


Department. 


: 
‘ 
| 
4 a 

| 
- 

| 


to depend, Dr. Cline stated, since there 
is no comparable council in the Cana- 
dian organization. 


WHO PROJECT FOR EL SALVADOR 
INCLUDES DENTAL HYGIENE 


Dental hygiene is included in plans for 
a “Health Demonstration Area” soon to 
be established in El Salvador, South 
America, under the direction of the 
World Health Organization. In addition 
the plans include work in environmental 
sanitation, maternal and child health, nu- 
trition, control of malaria, tuberculosis, 
venereal disease and other communicable 
disease, as well as laboratory services, 
health education, general medical care, 
and public health training. The project, 
which was requested by the El Salvador 


FLUORIDATION OF WATER 
NOT “MASS MEDICATION” 


It is incorrect to refer to fluoridation as 
mass medication. The addition of fluo- 
rides to water to inhibit the inception of 
dental caries is no more “mass medica- 
tion” than is the addition of chlorine to 
prevent the inception of enteric disease. 
The statement was made by Bruce D. 
Forsyth, chief dental officer and Surgeon 
General of U. S. Public Health Service, 
in the August issue of the USPHS news 
letter, Dental News. 

Explaining that “mass medication” im- 
plies the use of drugs to treat or cure a 
disease, Dr. Forsyth said: 


Since the proper treatment of dental caries 
requires the removal of all diseased tooth 
structure, the preparation of a cavity (ac- 
cording to definite rules) and the placement 
of an inert filling material (which restores 
the tooth outline, occlusion, and so forth), 
one cannot use the fluorides for the treatment 
of dental caries because the fluorides do 
none of these things. One can use fluorides 
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government, is to serve as a model in 
the development of other areas in that 
country, with El Salvador resources, it 
was announced by the Department of 
State. 

The health demonstration area is to 
be located in the San Andreas valley, and 
headquarters is to be in the town of 
Quezaltepeque. Eleven other towns in 
the area are offering funds and facilities 
for clinics and sanitation projects. The El 
Salvador government is contributing ap- 
proximately $200,000 for the first year; 
WHO is to furnish technical experts, 
equipment and supplies, and to award 
training fellowships, at an expenditure 
of approximately $150,000, the report 
states. 

The project is similar to those planned 
for Turkey, Peru, Colombia, Chile and 
Venezuela. 


and water fluoridation, however, to prevent 
the inception of dental caries as one uses 
chlorination to prevent the inception of en- 
teric disease. The proper use of fluorides, 
therefore, is a preventive procedure and 
not mass medication.” 


SAN FRANCISCO CITIZENS VOTE 
TO FLUORIDATE CITY WATER 


The people of San Francisco have voted 
by a sizeable majority to fluoridate their 
communal water supply. A referendum 
on election day, November 6, resulted in 
114,125 votes in favor of the measure 
and 88,377 against it, according to John 
G. Rooks, executive secretary of the 
California State Dental Association. 
The referendum answers the charge 
of those opposed to the measure that “at 
no time have the people in any manner 
requested or indicated a desire for flu- 
oridation,” Mr. Rooks reported. Charges 
by the opposition included references to 
socialized medicine, schemes to poison 
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the people, twisted statements of fact, 
and other attempts to “refute the truth 
as presented by the profession,” he said. 


New Rochelle is First N.Y. Community 
to Fluoridate * New Rochelle became the 
first city in New York State to fluoridate 
its water supply on a nonexperimental 
basis when the addition of 18.8 pounds 
of 98 per cent pure sodium fluoride per 
million gallons of water was begun on 
October 8, to produce a fluorine concen- 
tration of 1 ppm in the drinking water. 
The announcement came from Cellock 
B. Dreizen, dentist in the New Rochelle 
City Health Department. 

The program in New Rochelle was 
developed following endorsement of the 
health measure in June 1951 by the State 
Department of Health, when Chester A. 
Hicks, the city’s public health director, 
set the machinery in motion to obtain 
approval of the New Rochelle dental 
and medical societies and the cooperation 
of the Public Service Commission, Dr. 
Dreizen reported. Newburgh, N.Y., has 
had fluoridated water for several years, 
in an experimental study on the caries- 
fluorine relationship which, according to 
published reports, has resulted in a re- 
duction of 32.5 per cent in the DMF 
rate of children 6 to 12 years of age 
after four years of water fluoridation. 


A.A.P.H.D. FAVORS FEDERAL 
GRANTS-IN-AID TO STATES 


The American Association of Public 
Health Dentists is in favor of federal 
grants-in-aid earmarked for dentistry for 
the promotion of state dental programs 
in the United States and territories, with 
fluoridation to be “the main issue in- 
volved.” A resolution to this effect was 
passed during the annual meeting of the 
A.A.P.H.D. in Washington, D.C., on 
October 14, according to Carl L. Sebe- 
lius, acting secretary-treasurer of the or- 
ganization. 
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Another resolution endorsed “the ac- 
tion taken by the House of Delegates of 
the American Dental Association during 
the 1950 meeting regarding the adminis- 
trative position of dental units in health 
departments and the subsequent and 
continuing efforts [of the Association] in 
implementing the intent of that resolu- 
tion.” 

The members voted unanimously “to 
commend the Council on Dental Health 
. . . for its interest in and the active 
promotion of controlled fluoridation dur- 
ing the past year,” Dr. Sebelius reported. 

In another action, the secretary-treas- 
urer was instructed “to commend the 
Council on Dental Health . . . and the 
editor of THE JOURNAL on the recent 
publication entitled ‘An Evaluation of 
the Effect of Dental Foci of Infection on 
Health,” which the group felt was “a 
most worthwhile” project, Dr. Sebelius 
reported. 


A.W.W.A. REAFFIRMS 
FLUORIDATION POLICY 


The American Water Works Association, 
Inc., expressed itself plainly as “ready 
and willing to cooperate with dental and 
medical men who advocate fluoridation,” 
when its board of directors, in May 1951, 
reaffirmed and clarified its two-year-old 
policy regarding the fluoridation of water 
supplies. The report came from Harry E. 
Jordan of New York, A.W.W.A. secre- 
tary, who stated that the organization 
does not promote fluoridation, but feels 
that “recommendations concerning the 
application of the procedure at the local 
level properly stem from the dental, 
medical and public health groups.” 

The May 1951 statement read as fol- 
lows, Mr. Jordan reported: 


Two years ago (June 1949) in convention 
in Chicago, the American Water Works As- 
sociation adopted by resolution this statement 
of policy with reference to the fluoridation of 
public water supplies: 
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In communities where a 
demand has been developed 
cedure has the full approval 
medical and dental societies, the 
state health authorities and others respon- 
sible for the communal health,—water de- 
partments or companies may properly par- 
ticipate in a program of fluoridation of 
public water supplies. 

The past two years have shown this position 
to be sound. It is now reaffirmed. 

Recommendations for fluoridation are the 
prerogatives of the dental, medical and 
public health groups. When the proper 
authorities approve the treatment, it then 
becomes the function of the water works 
utility and industry to follow through will- 
ingly and intelligently where proper con- 
trols are assured. 

The A.W.W.A. is an organization of 
engineers, administrators and staff per- 
sonnel engaged in or interested in the 
furnishing of public water supply, Mr. 
Jordan reported, and not of professional 
men in the fields of dentistry and medi- 


cine. 


AAAS TO PUBLISH MONOGRAPH 
ON FLUORIDES AFTER MEETING 


The American Association for the Ad- 
vancement of Science will publish in 
monograph form the symposium on 
fluorides which will occupy one-third of 
the time devoted to the dental section of 
the AAAS at its annual meeting this 
year. Russell W. Bunting, secretary of the 
dental section, who released the informa- 
tion, reported that the fluoride session 
will include a résumé of the dental bene- 
fits of fluorine ingestion, by Z. M. Stadt; 
a discussion of the metabolism of inor- 
ganic fluorides, by E. J. Largent; a 
presentation on acute fluoride poisoning 
and crippling chronic fluorosis, by G. J. 
Cox; and a description of the hazards 
of water-borne fluorides at levels up to 
5 ppm, by H. O. Hodge and F. A. Smith. 
General discussion following the session 
will be conducted by R. S. Harris. 

Studies relating to radioactive isotopes 
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in dentistry, electron microscopy of den- 
tal tissues, and presentations relating to 
the development, structure and function 
of the tooth components are among the 
subjects on the remainder of the pro- 
gram, which will occupy three half days. 

The meetings will be held in Philadel- 
phia, December 28-29, with headquarters 
in Convention Hall. 

Headquarters of the AAAS is 1515 
Massachusetts Avenue, N.W., Washing- 
ton 5, D.C. 


AVERAGE LIFE EXPECTANCY 
REACHES 68, A RECORD HIGH 


The average length of life in the United 
States has increased to a record high of 
nearly 68 years, Federal Security Ad- 
ministrator Oscar R. Ewing announced 
recently. The new figure is based on final 
1949 vital statistics compiled by U.S. 
Public Health Service, and shows a gain 
of almost half a year over the average 
lifetime indicated by 1948 death rates, 
he said. 

Mr. Ewing attributed the 20-year in- 
crease in life expectancy at birth since 
the turn of the century “largely to the 
control of infectious diseases.” 


General 


GIES RECEIVES PENNSYLVANIA 
AMBASSADORSHIP AWARD 


William J. Gies of New York received 
the fourth Pennsylvania Ambassadorship 
Award on October 18 from the Pennsyl- 
vania State Chamber of Commerce. The 
presentation was made in Manheim, Pa., 
where he lived as a child, during the 
week known in the Commonwealth as 
“Pennsylvania Week.” Manheim ob- 
served “William Gies Day” with a pro- 
gram in which 21 local professional and 
civic groups participated, and with a 
testimonial banquet at which the pres- 
entation was made by Paul E. Bomberger 
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of Lancaster, Pa., president of the Penn- 
sylvania State Dental Society. 

The award, consisting of a plaque and 
a scroll signed by the Governor of the 
state and the Secretary of Commerce, the 
president of the State Chamber of Com- 
merce and the president of the sponsor- 
ing organization, is presented annually 
to a native Pennsylvanian who achieved 
prominence of outstanding recognition 
after moving outside the commonwealth. 
The recipient of the award is chosen an- 
nually by 20 professional, commercial 
and civic leaders in the state, from ap- 
proximately 90 nominees whose names 
are submitted by community organiza- 
tions. 


U. OF PENNSYLVANIA DENTAL 
ALUMNI TO MEET IN FEBRUARY 


The Dental Alumni Society of the Uni- 
versity of Pennsylvania will hold its mid- 
winter meeting on February 22, 1952, 
and its annual meeting June 19-21, ac- 
cording to John P. Looby of Philadelphia, 
chairman of the publicity committee. 


W. K. KELLOGG, BATTLE CREEK 
PHILANTHROPIST, DIES AT 91 


Will Keith Kellogg of Battle Creek, 
Mich., founder of the W. K. Kellogg 
Foundation Institute, died on October 6 
at the age of 91. 

Mr. Kellogg founded the Institute in 
1930, donating most of his fortune to it 
including 52 per cent of the common 
stock of the W. K. Kellogg Company, 
producer of breakfast foods. The Insti- 
tute is dedicated to the promotion of the 
health, happiness and well-being of man- 
kind, especially children, and is princi- 
pally concerned with health and educa- 
tional problems in rural areas. It has 
made many contributions toward the ad- 
vancement of dental health in this and 
other countries, both in scientific research 
and in grants for dental research and 
dental education. 
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THREE AWARDS OFFERED BY NEW 
ARCHIVES OF ORTHODONTICS 


The new Archives of Orthodontics, which 
made its appearance last month, is offer- 
ing three awards “to encourage research 
and investigation in the sciences, in exper- 
imental orthodontics, and in clinical pro- 
cedures.” An announcement of the newly 
reorganized publication stated that (1) a 
$200 award is offered for an essay con- 
cerning orthodontic research or investi- 
gation, (2) a $200 award is offered for 
a manuscript by a student or students do- 
ing research under university or college 
supervision, and that (3) limited funds 
are available to defray authors’ expenses 
in the preparation of a manuscript for 
publication. Manuscripts are to be writ- 
ten in English or be accompanied by an 
English translation. 

Previously published in Belgium, the 
Archives have been expanded in scope 
and function and are now being pub- 
lished in U.S.A., the announcement 
stated. Chief editor is Lucien DeCoster 
of Brussels, Belgium. The editorial board 
is composed of orthodontic specialists 
from 23 countries, including J. Stolzen- 
berg and Joseph K. Tucker of Brooklyn, 


- and Benjamin Weiss of Newark, N. J. 


Subscriptions, at $12 for a year’s 
volume of six issues, should be sent to 
the Archives of Orthodontics, 115 West 
Seventh Street, Plainfield, N. J. 


DELTA SIGMA DELTA 
INSTALLS NEW OFFICERS 


Delta Sigma Delta dental fraternity held 
its sixty-seventh annual meeting October 
12-15 in Washington, D.C., and in- 
stalled Myron Lusk of Minneapolis as 
supreme grand master to succeed William 
C. Stillson of Cleveland. Archibald Law- 
son of Pittsburgh was elected worthy 
grand master. Other new officers are 
Chester Perry of Detroit, president of 
the council of deputies; Percy Herrick 
of Iowa City, Ia., vice-president of the 
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council, and Edward Mimmack of Buf- 
falo, supreme treasurer. 

Stephen G. Applegate of Detroit, 
Mich., and James V. Gentilly of Cleve- 
land were reelected supreme scribe and 
supreme historian, respectively. 


ORTHODONTISTS ASK RESEARCH 
REPORTS FOR APRIL MEETING 


The American Association of Orthodon- 
tists has invited research reports from 
investigators wishing to report on cur- 
rent research problems at the research 
section of the April 1952 meeting of the 
group in Chicago. Presentation time will 
be limited to ten minutes, according to 
J. A. Salzmann of New York, chairman, 
who made the announcement. 
Applications are to be sent to John R. 
Thompson, 311 East Chicago Avenue, 
Chicago 11, not later than March 15. 
Each application is to be accompanied by 
an abstract of not more than 300 words, 
together with the author’s name and 
address and the name of the institution 
with which he is associated, if any. 


ORAL PATHOLOGY ACADEMY TO 
MEET IN CHICAGO IN FEBRUARY 


The American Academy of Oral Pa- 
thology will hold its annual meeting on 
February 3, 1952, in Chicago, at the 
Stevens Hotel, and has invited attend- 
ance by all interested dentists. 

The program will mclude the follow- 
ing subjects and clinicians, according to 
a preliminary announcement: histopa- 
thology of various gingival enlargements, 
by Sigmund Ramfjord of the University 
of Michigan; dental anomalies, by My- 
ron Aisenberg of the University of Balti- 
more; dermatological diseases affecting 
the oral cavity, by Lester Cahn of Co- 
lumbia University; physiology of bone, 
by Lent Johnson of the Armed Forces 
Institute of Pathology; bone behavior in 
periodontal disease, by Joseph P. Wein- 
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man of the University of Illinois; oral 
carcinoma, by Joseph L. Bernier of the 
Armed Forces Institute of Pathology. 

Further details may be obtained by writ- 
ing to Col. Joseph L. Bernier, secretary, 
American Academy of Oral Pathology, 
Registry of Dental and Oral Pathology, 
Army Medical Museum, Washington, 
D.C. 


ORAL PATHOLOGY INSTITUTE OF 
N.Y. HOLDS 150th CONFERENCE 


Record attendance of dentists and phy- 
sicians is reported at the one-hundred- 
and-fiftieth conference of the New York 
Institute of Clinical Oral Pathology, held 
on October 29 in New York, at which 
Hans Selye of Montreal, guest speaker, 
described the general adaptation syn- 
drome and the actions of ACTH, cor- 
tisone and STH. Dr. Selye is professor 
and director of the Institute of Experi- 
mental Medicine and Surgery, University 
of Montreal. 

Others on the scientific program were 
Percy T. Phillips of New York, member 
of the council of the Institute; Iago 
Galdston, executive secretary of the com- 
mittee on medical information of the 
New York Academy of Medicine; Nolan 
D. C. Lewis, director of the New York 
State Psychiatric Institute; Ephraim 
Shorr, attending physician at the New 
York Hospital; and Lester R. Cahn, as- 
sociate professor of oral pathology at 
Columbia University. 


SOUTHERN ACADEMY OF ORAL 
SURGERY TO MEET IN MARCH 


The Southern Academy of Oral Surgery 
will hold its second annual meeting and 
clinic March 22-23, 1952, in Atlanta, 
Ga. 

Details may be obtained by writing 
to the secretary-treasurer, Robert F. 
Sullivan, 118 East Jones Street, Savan- 
nah, Ga. 
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Book Reviews 


CANCER SERVICES AND FACILITIES IN THE 
UNITED STATES 


U. S. Public Health Services Publication 
No. 14. 152 pages. Price $0.35. Wash- 
ington, D. C., Government Printing Office, 
1950. 


This report gives in one volume, basic infor- 
mation on cancer control facilities and services 
in the United States. The first section of the 
report is devoted to the latest data on cancer 
mortality in the United States by site, on 
cancer legislation and the sources of public 
funds available for cancer control programs. 

The major part of the text is given over 
to cancer data and facilities available in each 
state. This includes the state agency adminis- 
tering the official program, cancer statistics, 
legislation, funds available and special cancer 
services available to the public. Information 
on the location and scope of cancer detection 
centers, tissue diagnostic services, cytology test 
services, hospital facilities and home nursing 
care for cancer patients is included. 

This report contains information of value 
to the dentist as well as to the physician. The 
statistical report gives the latest available 
data for each state on deaths caused by cancer 
of the buccal cavity. The state summaries will 
assist the dentist in referring patients with 
precancerous or cancer lesions to the proper 
establishment in his area for diagnosis and 
treatment. 

Frank C. Cady 


CANCER: A MANUAL FOR PRACTITIONERS 


By Committee on Publication, E. M. 
Daland, chairman. Second edition. 308 
pages. Boston, American Cancer Society 
(Massachusetts Div., Inc.), 1950. 


The second edition of this cancer manual for 
practitioners effectively serves its purpose. 
It not only presents useful information on 
specific types of tumors by site but it also 
reviews the general trend in some of the 
phases of cancer research and treatment. In- 
cluded are chapters on historical trends in 
the study of cancer, modern cancer research, 
epidemiological aspects of cancer, the path- 
ology of malignant disease, the biopsy in rela- 
tion to tumor diagnosis, symptoms, examina- 
tion and principles of treatmént, and treatment 


of malignant disease by irradiation. Following 
this basic discussion of cancer, cancer of 
various anatomic locations, including the lip, 
mouth, maxilloethmoidal region and salivary 
glands, is discussed. The chapters are written 
authoritatively by specialists in the particular 
fields. 

The discussion of cancer of the lip by 
Grantley W. Taylor, effectively highlights the 
problem. The statement is made that the low 
incidence of cancer of the upper lip may be 
partly due to a lessened likelihood of trauma 
from carious teeth. A dentist might find this 
questionable. In explaining treatment of can- 
cer of the lip, the role of the dentist in clean- 
ing up the mouth is adequately discussed. 

Charles C. Lund has written the chapter 
on cancer of the mouth. This chapter covers 
cancer of the lining tissues of the mouth in 
excellent fashion. The only material that 
might be questioned is the emphasis which 
Dr. Lund places on high protein diet and the 
use of gonadotrophic hormones in the treat- 
ment of leukoplakia. However, although Dr. 
Lund has been an advocate of this particular 
method of treatment for some years, he em- 
phasizes the more usual treatment; that is, 
removal of all sources of irritation. 

Gerald G. Garcelon, in his chapter on 
tumors of the salivary glands, does not place 
adequate emphasis on the occurrence of these 
tumors in the small collection of salivary 
glands contained within the lips, palate, and 
other regions outside of the major salivary 
glands of the mouth. 

David Weisberger has written the chapter 
on the role of the dentist in cancer control. 
He brings out most of the important pre- 
ventive roles of the dentist. However, Dr. 
Weisberger casts some doubt on whether the 
dentist should perform a biopsy. He empha- 
sizes that unless the dentist has had sufficient 
training to take tissues for pathological ex- 
amination, it is advisable to direct the patient 
to the proper consultant. However, every den- 
tist should be given sufficient training in tak- 
ing tissue for pathological examination if 
cancer is to be controlled in dental patients. 
Dr. Weisberger suggests that all teeth which 
will be in the path of irradiation should be 
extracted. This approach to the problem of 
teeth in irradiation is not realistic for it is 
not the direct effect of the rays on the teeth 
but rather their effect on the salivary glands 
which is important. For that reason the 
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recommendation of Dr. Lund in his chapter 
on cancer of the mouth is more useful. Dr. 
Lund comments that if radiation is to be em- 
ployed, all diseased teeth, and preferably all 
teeth, should be extracted before treatment, 
for the bone is devitalized by irradiation and 
osteomyelitis or necrosis of the jaw may follow 
insignificant infection. The very high caries 
activity in irradiated mouths emphasizes this 
need 


Some tumors of dental origin have been 
overlooked apparently because no dentist or 
oral surgeon who was interested in them par- 
ticipated in preparation of the volume. Amelo- 
blastomas, other odontogenic tumors, and, in 
general, tumors of the jaw bones have been 
omitted from discussion. It is realized that 
this is a manual, not a text, but such lesions 
are relatively common and important. 

The dentist should have a knowledge of 
recent advances in cancer research and treat- 
ment and in the philosophical approach to- 
ward the cancer problem. He also should have 
specific knowledge of cancer within the region 
that he treats and have available information 
on cancer elsewhere in the body. This volume 
appears to fill these needs adequately and 
serves as a manual for practitioners in den- 
tistry as well as in medicine. An index would 
add to its usefulness. 

H. B. G. Robinson 


CLINICAL LABORATORY METHODS 


By W. E. Bray, M.D. Fourth edition. 614 
pages with 119 illustrations, 18 in color. 
Index. Price $7.25. St. Louis, C. V. 
Mosby Co., 1951. 


For some years Dr. Bray has been teaching 
clinical diagnosis to medical students and has 
been supervising clinical laboratory technicians. 
He, therefore, has been in a position to 
select and arrange material, with emphasis on 
methodology, which would aid the physician 
in solving clinical problems, using selected 
laboratory procedures. 

The present edition is evidence of the use- 
fulness that Clinical Laboratory Methods has 
achieved. The new edition discusses Watson’s 
method for determining urobilinogen in the 
urine and feces, hormone assay, sodium bisul- 
fite method for sickling of red cells, results 
of heparin and dicumarol studies, the diag- 
nosis of hemoglobinuria, and the Coomb’s 
test, as well as the new nomenclature of blood 
cells. The author includes on a separate page 
the nomenclature adopted by the committee on 
hematology of the American Society of Clinical 
Pathologists and affiliated organizations, but 
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the new terminology does not appear in all 
of the sections on hematology. In fact, there 
is still the old spelling, eosinophile and leu- 
cocyte, instead of eosinophil and leukocyte. 

References to the sources from which the 
material is obtained are an added feature. 
There are some references which appear at the 
end of the chapter, others appear at the 
end of a discussion of the subject, and still 
other references are placed within the para- 
graph; thus the reader must be alert to deter- 
mine the location of the references. There are 
17 chapters dealing with various methods used 
in the clinical laboratory with a comment on 
the significance of the findings related to 
disease processes. The author has selected 
methods which he has found useful in the 
clinical laboratory. He further emphasizes that 
the object of this synopsis is to bring together 
in a small volume for ready reference the more 
recent information and the most frequently 
used methods of laboratory diagnosis. This 
new edition should be of valuable assistance 
to the technologist in the clinical laboratory 
as well as to the practicing physician. 

S. A. Levinson 


TOMORROW’ S HORIZON IN PUBLIC HEALTH 


Transactions of the 1950 conference of 
the Public Health Association of New 
York City. 109 pages with 11 charts. 
Price $1. Jamaica, N.Y., Public Health 
Association of New York City, 1950. 


This is a compilation of selected papers pre- 
sented before the New York Public Health 
Association in January 1950. The contribu- 
tions are: “The Future of the Voluntary 
Health Organization,” by Iago Galdston, 
M.D.; “The Newer Epidemiology,” by John 
E. Gordon, M.D.; “Nutrition in the Light 
of the New Epidemiology,” by H. D. Kruse, 
M.D.; “Tuberculosis in the Light of the New 
Epidemiology,” by James E. Perkins, M.D.; 
“Permutations in Psychiatry and Public 
Health,” by Robert H. Felix, M.D.; “Public 
Health and the School,” by Ernest G. Osborne, 
Ph.D.; “The Responsibility of the State,” by 
Wilson G. Smillie, M.D. and “Public Health 
and the Public,” by Eli Ginzberg, Ph.D. 
The papers are short, concise, and excep- 
tionally delightful reading. They are well tied 
together and informative. While by no means 
to be considered as a textbook, this little 
publication brings to the public health worker 
a refreshing, modern viewpoint on the subject 
of public health as expressed by outstanding 
authorities in that field. 
H. Shiriey Dwyer 
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THE NASOMAXILLARY EPITHELIAL 
INLAY FOR DISH FACE DEFORMITY 


John Marquis Converse and Frank E. 
Jeffreys, p. 183. 


Malunited comminuted fractures of the max- 
illa, particularly of the portion surround- 
ing the pyriform aperture, of the bones and 
cartilages of the nose and loss of the superior 
alveolar process may result in a deformity con- 
sisting of a retrusion of the whole nasomaxil- 
lary region. Marked retrusion of the middle 
portion of the face, or dish face deformity, is 
seen in syphilitics. Aside from the deformity, 
destruction of the septum and turbinates and 
scarring of the nasal lining result in atrophic 
rhinitis with its attendant nasal discharge, 
crusting and foul odor. 

The essential anatomic characteristic in 
many of these deformities is loss of the lining 
of the nasal cavity. When extreme nasomaxil- 
lary retrusion is present and when loss of the 
upper teeth requires the wearing of a denture, 
it is feasible to extend the denture upward 
into the nasomaxillary region. This naso- 
maxillary prosthesis, an upward extension of 
the denture, fits into a skin grafted cavity 
and restores the contour of the soft tissues 
of the face. 

The technic used in these cases is an ap- 
plication of the one developed by Gillies 
(1923) and McIndoe (1937). 


CYSTS OF THE JAWS 
Irving Salman, p. 188. 


Cysts of the jaws fall into two main categories, 
odontogenic and nonodontogenic. Cysts may 
occur as a familial disease. The odontogenic 
cysts are subdivided into radicular, or dental 
root, cysts and dentigerous, or follicular, cysts. 
The radicular or dental root cyst, is due to 
infection frorii a tooth or teeth. It originates 
from the epithelial rests of Malassez (Hert- 
wig’s sheath). The radicular cyst will reveal 
a well defined radiolucent area roentgeno- 
graphically, with a white line about its periph- 
ery, involving one or more teeth and extending 
to various sizes. The treatment is either re- 
moval of the teeth involved and enucleation 
of the cyst or the conservative surgical ap- 
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proach, which is apicoectomy and enucleation 
of the cyst. 

Dentigerous, or follicular, cysts are epithelial 
lined sacs found about the crowns of un- 
erupted teeth. They derive their epithelium 
from the follicle of the developing tooth or 
teeth. The roentogenographic picture will re- 
veal a well defined, radiolucent area, with 
a white line about its periphery, and the 
presence of an unerupted tooth or teeth. 
Dentigerous cysts may be ameloblastomas. The 
treatment is chiefly the removal of the un- 
erupted tooth or teeth and enucleation of the 
cystic membrane. 

Nonodontogenic cysts are hemorrhagic or 
traumatic cysts, median palatine cysts and 
globulomaxillary cysts. Hemorrhagic, trau- 
matic or extravasation cysts are generally 
found in young people, and are caused by 
trauma. The injury produces hemorrhage in 
the bone, resulting in dissolution of cancellous 
bone. Roentgenograms reveal a rather well 
defined radiolucent area which may be irregu- 
lar in outline. It has no white line about its 
periphery. The treatment consists of opening 
a window below the apexes of the teeth and 
aspirating the contents of the cyst. The median 
palatine cyst is formed from entrapped epi- 
thelium at the junction of the embyronic 
processes which make up.the hard palate. As 
they develop in size they appear spherical and 
well defined roentgenographically. Clinically 
there may be bulging of the anterior part of 
the palate. Treatment is enucleation of the 
cyst by a palatal approach, avoiding injury 
to the teeth. 


THE STATUS OF GENERAL ANESTHESIA IN 
DENTAL PRACTICE 


Sterling V. Mead, p. 207. 


There is an urgent demand that the dental 
profession become aware of what is happening 
in the field of general anesthesia, so that 
adequate courses of instruction in the dental 
schools can be provided. Some authorities, in 
their sincere effort to teach caution about the 
use of general anesthetics, overstress many 
things that tend to frighten dentists and dis- 
courage the use of general anesthesia in den- 
tal offices. It is no longer good practice to 
limit one’s anesthetic practice to one or even 
two anesthetic agents. There is no ideal anes- 
thetic agent. Each patient should receive in- 
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dividual study, and the anesthetic agents that 
best suit his individual needs should be used. 
Thiopental sodium has become an important 
adjunct to anesthesia for dental and oral 
surgical operations. Many dentists become 
familiar only with local anesthesia because 
they are not properly taught the use of general 
anesthesia. Every anesthetic agent is a lethal 
drug and must be employed with great care 
by those who have had ample training. All 
physicians and dentists are permitted to give 
the various types of general anesthesia; how- 
ever, the degree of Doctor of Medicine or 
Doctor of Dentistry does not in reality qualify 
one to give general anesthetics. Qualification 
is obtained only by special courses (usually 
outside the medical and dental schools) and 
practical training in all of the phases of 
anesthesiology. It would be impossible to 
obtain in all dental cases the fee necessary 
to support a Board member anesthesiologist. 
Nurse anesthetists administer a large per- 
centage of the general anesthetics given in 
the United States. Anesthesia is a step-child 
of both medicine and dentistry. A physician, 
a dentist, or a nurse, does not learn anesthesia 
in a school, but in the clinical field. Facilities 
for research in general anesthesia, as well as 
local anesthesia, should be provided in the 
dental school. Some plan of undergraduate 
study followed by graduate courses should be 
available to preserve the field of usefulness 
for dentistry. Unless the dental colleges and 
profession wake up from this lethargic state, 
some day dentists will be deprived of the 
privilege of administering a general anesthetic, 
and will have to resort to a medical anes- 
thesiologist when it becomes necessary to em- 
ploy a general anesthetic in the office. 


MENISCECTOMY IN THE TREATMENT OF 
LESIONS OF THE 
TEMPOROMANDIBULAR JOINT 


Reed O. Dingman and Wilbur C. Moor- 
man, p. 214. 


Most of the acute inflammatory and traumatic 
conditions of the temporomandibular joint 
will respond to conservative management, 
which includes rest, occlusal adjustments and 
limitation of motion. 

The operation of meniscectomy is indicated 
in those long-standing chronic progressive con- 
ditions in which there is a change in the 
meniscus of the joint. Whenever possible this 
operation should be done under local anes- 
thesia. The incision is started in the fold at 
the anterior margin of the helix at its upper 
attachment. It is carried downward in this 
fold to the upper portion of the tragus, where 


it is continued just inside the margin of the 
tragus to the anterior fold of the lobule. At 
this point it again becomes visible and is 
carried down to the lower attachment of the 
lobule. The upper part of the incision can be 
made safely with regard to the seventh nerve. 
The lower part of the incision must be made 
with care because of the close proximity to 
the main branches of the seventh nerve. The 
joint is easily located by having the patient 
move the jaw. An incision is made through 
the fascia, starting at the upper border of the 
zygoma above the anterior portion of the 
joint backward and downward paralleling the 
condyle head to the neck of the condyle. The 
joint is readily entered by means of a trans- 
verse incision paralleling the border of the 
meniscus into the upper compartment of the 
joint, and another into the lower compart- 
ment of the joint. The edge of the articular 
disk is grasped with a hemostat. The anterior 
attachment and the posterior attachment of 
the meniscus are readily severed by means 
of small curved, sharp scissors, one blade 
being placed in the upper joint cavity and 
one in the lower joint cavity. The medial 
aspect of the meniscus is cut from its attach- 
ment by the use of a small angulated end 
cutting knife. The joint cavity is carefully 
inspected for remnants of the disk and for 
irregularities of the articular surfaces and if 
negative, the capsule is carefully closed. No 
attempt is made to limit motion of the man- 
dible. Patients can usually masticate com- 
fortably three or four days after operation. 
In view of the excellent results obtained in 
11 of the 12 cases in which the meniscus was 
excised from the temporomandibular joint, 
meniscectomy has a definite place in the treat- 
ment of certain types of temporomandibular 
joint conditions. 


MYASTHENIA GRAVIS 
Charles W. Keeling, p. 224. 


Myasthenia gravis is a comparatively rare dis- 
ease of unknown etiology, which involves the 
striated muscles of the body. The muscles of 
mastication are among the first to be in- 
volved and are constantly affected to a greater 
or lesser degree. The muscles for deglutition 
and speech are often affected. Among the chief 
complaints are “dropping of the jaw” and 
inability to chew and swallow. Patients af- 
flicted with the disease are usually at their 
best early in the morning and gradually be- 
come worse during the day. Stevenson found 
no atrophy or degeneration of the muscles. A 
small round cell infiltration was the only 
finding. Neither was there any constant lesion 
in the nervous system. Neostigmine seems to 
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be the drug of choice and gives the best re- 
sults. It is given either orally or hypodermically 
at regular intervals during the day in an 
amount sufficient to control the disease. A 
positive therapeutic test with the use of 
neostigmine is considered diagnostic for the 
disease. The treatment of myasthenia gravis 
at the present time is symptomatic and not 
specific. The dosage of the drug and interval 
given may vary considerably with different 
patients. The prognosis is grave and doubtful 
even in those cases responding favorably to 
treatment. 


A TECHNIC FOR OPEN REDUCTION OF 
FRACTURES OF THE MANDIBULAR CONDYLE 


Fred A. Henny, p. 233. 


Fracture of the condyle with displacement, 
accompanied by complete edentia, partial 
edentia, or massive trauma to the teeth, pro- 
viding an inadequate means of immobilization, 
would forecast relatively poor results. The 
line of surgical approach for open reduction 
has universally been a preauricular one. This 
method of reduction has been discontinued 
because of resultant complications which are 
lack of adequate access inferiorly, the medial 
aspect of the condylar head is not available 
and repeated damage to one of the ramifica- 
tions of the facial nerve. 

An approach was made through an incision 
at the angle of the mandible because there 
would be less possibility of damage to the 
seventh nerve and also less chance of damage 
to the meniscus. As the fracture line was 
approached it became obvious that relaxation 
was inadequate, and 60 units of curare were 
administered intravenously. This induced com- 
plete muscle relaxation and allowed free access 
to the condylar neck. Detaching the insertion 
of the external pterygoid muscle where it 
attaches to the interarticular fibrocartilage and 
the neck of the condyloid process eliminates 
the postoperative muscle traction on the con- 
dylar head, thereby eliminating the possibility 
of postoperative displacement of the condyle. 
This technic has been used in 24 fractures 
of the mandibular condyle, which include both 
medial and lateral dislocations of the condylar 
head. In no case has there been seventh nerve 
damage of any degree. 


USE OF CHLOROPHYLL OINTMENT IN 
IMPACTED THIRD MOLAR WOUNDS 
Joseph C. Tam and Henry B. Clark, Jr., 
p. 237. 
A clinical trial was made using an ointment 
containing chlorophyll in lower third molar 


impaction wounds with the hope of achiev- 
ing primary healing. Wounds resulting from 
removal of 24 completely unerupted lower 
third molars were filled with Chloresium Den- 
tal Ointment and sutured. Eight sockets (33.33 
per cent) resulted in painful osteitis or 
suppuration representing failure to secure 
healing by primary organization of the blood 
clot. Chloresium Dental Ointment would ap- 
pear unsuitable for use in lower third molar 
impaction wounds when primary healing is 
desired. 
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A STUDY OF THE EXFOLIATIVE CYTOLOGY 
IN PATIENTS WITH CARCINOMA OF 
THE ORAL MUCOSA 


Paul W. Montgomery and E. von Hamm, 
p. 308. 


A SURVEY OF THE CHEWING ABILITY 
OF DENTURE WEARERS 


R. S. Manley and Paul Vinton, p. 314. 


A survey of masticatory function has been 
conducted of 100 patients wearing dentures in 
an effort to disclose which factors are the 
most important for determining a patient’s 
ability in mastication. The measurements in- 
cluded the maximum biting force, food plat- 
form area, and masticatory performance. Pea- 
nuts and coconut were the test foods. The 
patient was asked to name his food preference 
and those giving special difficulty in mastica- 
tion. The statements were combined in a sin- 
gle score and designated as tough food toler- 
ance. The average force and performance for 
denture wearers was much lower than for 
patients with natural dentition, and it varied 
widely from person to person. 

The most important influence was the rating 
of clinical excellence of the denture. It was 
correlated moderately with the maximum bit- 
ing force, the masticatory performance with 
peanuts, and the tough food tolerance. The 
age of the patient had a slight influence, the 
younger persons tending to have better per- 
formance and biting strength than older per- 
sons. The masticatory performance with pea- 
nuts was the best measure of a subject’s tough 
food tolerance but was not well enough cor- 
related to have much predictive value. When 
comparisons were made only on those dentures 
rated as clinically adequate, no correlation 
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could be demonstrated between any of the 
factors studied. 


SOME CHANGES IN THE CONNECTIVE 
TISSUE GROUND SUBSTANCE ASSOCIATED 
WITH THE ERUPTION OF THE TEETH 


Milton B. Engel, p. 322. 


The changes in the connective tissue ground 
substance surrounding growing erupting teeth 
were studied. Fixation was done by the freez- 
ing-drying method and carbohydrate complexes 
were visualized with the periodic acid-leuco- 
fuchsin method. In some forms, such as the 
fetal pig and calf and in the young rat, large 
quantities of hyaluronic acid appear to be 
present. This was confirmed by *viscosimetry 
with hyaluronidase. As the teeth approach 
the surface of the oral mucous membrane the 
ground substance is altered. It is thought to 
become depolymerized as deduced by its ability 
to bind vitally injected Evans blue, its staining 
reaction with the periodic acid-leucofuchsin 
procedure and its increased content of water- 
soluble, alcohol-insoluble carbohydrate. 


THE TOPOGRAPHY AND ROLE OF THE 
GINGIVAL FIBERS 


Henry M. Goldman, p. 331. 


The purpose of this investigation was to study 
the arrangement of those connective tissue 
fibers of the attachment apparatus which are 
connected to the root of the tooth occlusally 
to the alveolar crest and to suggest their role 
in the dental attachment apparatus in health. 
Beginning subjacent to the epithelial attach- 
ment in the buccolingual aspect, three groups 
of fibers are seen passing out at right angles 
of the surface of the tooth. The more occlu- 
sally placed group bend occlusally, passing into 
the gingiva and terminating in the papillary 
layer of the gingival epithelium. The group 
just below run across the gingiva at right 
angles to the tooth and become incorporated 
in the papillary region of the gingiva. A little 
further apically, the fibers arise from the ce- 
mentum, pass at right angles to the tooth 
directly over the alveolar crest and then in- 
cline apically between the outer periosteum of 
the alveolar process and the epithelial covering 
of the attached gingiva. On the proximal sides, 
the connective tissue fibers arise from the 
cementum at the same level as those on the 
buccal and lingual aspects. The groups sub- 
jacent to the epithelial attachment pass oc- 
clusally traveling parallel to the crevicular 
epithelium. The next adjacent group of fibers 
also passes occlusally and seemingly makes 
up the framework of the interproximal gin- 
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giva. Directly subjacent to these the tran- 
septal fibers are seen. 

The function of the gingival fibers is to 
support the gingiva, keeping it closely adapted 
to the tooth surface, thus sustaining the gin- 
giva against forces placed on it during masti- 
cation. These fibers may also help in the 
dissipation of forces placed on the tooth dur- 
ing function. 


CHANGES IN THE MANDIBULAR JOINT 
AND PERIODONTIUM OF VITAMIN B 
COMPLEX DEFICIENT RATS AND THE 
COURSE OF REPAIR 


Robert J. Gorlin and Barnet M. Levy, 
p. 337. 


The changes in the mandibular joint and 
periodontium of vitamin B complex deficient 
rats and the course of repair in these struc- 
tures was studied. Rats with a B complex de- 
ficiency show a diminution and cessation of 
chondrogenesis and osteogenesis in the man- 
dibular condyle and the periodontium. When 
these animals are re-fed a stock diet, there is 
a rapid resumption of chondrogenesis and 
osteogenesis, a remodeling of bone, a hyper- 
plasia of fibrous connective tissue and a repair 
of the cementum and dentin which had been 
resorbed while the animals were on the de- 
ficient diet. 


A REPRODUCIBLE METHOD FOR 
CARIES EVALUATION 


O. Backer Dirks, J. Van Amerongen and 
K. C. Winkler, p. 346. 


The necessity of reproducible methods in 
scientific caries research, especially for the 
diagnosis of caries incipiens, is stressed. With 
clinical methods it appeared impossible to 
arrive at results with low standard errors. 

A roentgenologic method for scientific caries 
surveys in groups of patients was developed, 
with which a reliable evaluation of proximal 
enamel caries of molars and bicuspids is pos- 
sible. An apparatus to obtain reproducible 
bitewing roentgenograms is described. It con- 
sists of a solid metal ring ground to fit the 
cone of the x-ray tube and carrying on a rigid 
wire a perforated metal plate which acts as 
bitewing. By a set of knobs an exact position 
of the film in the mouth is ascertained. 

The roentgenograms were studied by two 
dentists and the results recorded separately 


on charts. The differences were checked after- ° 


wards jointly. Methods for charting and the 
calculation of results are described. In a du- 
plicate set of roentgenograms of 266 children, 
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the films gave reproducible results with regard 
to projection and overlapping in 96 out of 
100 cases. The number of carious proximal 
surfaces could be determined with a standard 
error Om = 1 to 2 per cent for each type of 
surface separately. For all surfaces taken to- 
gether Om was only 0.3 per cent. 


THE EFFECT OF THE TOPICAL 
APPLICATION OF SODIUM FLUORIDE 
ON THE CALCIUM FLUORIDE CONTENT 
OF VITAL TEETH 

A. B. Hord and R. G. Ellis, p. 360. 


ALKALINE AND ACIDULATED FLUORINE 
SOLUTIONS FOR REDUCING 
DECALCIFICATION OF ENAMEL 


Hubert B. Palmer, Susie Overstreet and 
Marilyn Sacks, p. 363. 


Enamel-dentin fragments, representing non- 
carious molar teeth extracted from 52 adults, 
were divided into nine groups. The fragments 
were treated with various testing solutions and 
maintained in glucose-serum broth seeded with 
culture of Lactobacillus acidophilus at 37°C. 
for 30 days. The application of acidulated 
fluoride solutions to enamel-dentin fragments 
was shown to be much more effective for re- 
ducing decalcification of enamel than the 
alkaline 4 per cent sodium fluoride solution. 
It appears evident that a chemical arrange- 
ment of the apatite lattice of enamel may be 
achieved which will result in an enamel tissue 
that is highly resistant to decalcification. 


THE CONNECTIONS BETWEEN DENTAL 
CARIES EXPERIENCE AND WATER-BORNE 
FLUORIDES IN A POPULATION WITH 
LOW CARIES INCIDENCE 

Peter Adler, p. 368. 


A report is given on field studies which were 
conducted in seven communities in Hungary 
on the school population. There were pro- 
tective fluoride levels in the domestic waters 
of four of the communities, none in three. 
The DMF rate in the 12 to 14 year old chil- 
dren was considerably lower in the fluoride 
areas than in the fluoride-free regions. The 
percentage difference is approximately equal 
to that found by Dean and his co-workers in 
the United States. In spite of the less effective 
influences promoting caries at work in Hun- 
gary, the same fluoride level in that country 
as that in the United States is required to 
cause optimal protection. However, lower 


levels cause some, though less, protection. A 
comparison of the caries incidence in first 
molars in 9 to 11 and 12 to 14 year old chil- 
dren of fluoride and fluoride-free areas, and 
of the caries experience in the deciduous mo- 
lars of 8 to 9 year old children in these re- 
gions, shows that a real protection against 
caries exists in the fluoride areas, and not a 
delay of onset only. However, in children who 
had moved into the fluoride region before 
their sixth birthday, there was hardly any 
difference at 12 to 14 years of age in the 
caries experience in the permanent dentition 
as compared to that of the children born and 
reared in the fluoride communities. In some 
communities, forces are at work promoting 
the onset of caries, resulting in increased caries 
incidence. The term “eufluorosis” is coined, to 
express optimal protection, maximal satura- 
tion of the teeth by fluoride in vivo, without 
disfiguring mottling. As complementary terms, 
hypofluorosis and hyperfluorosis may be used. 


THE RELATIVE INCIDENCE OF CARIES IN 
UPPER AND LOWER MOLAR TEETH OF 
ALBINO RATS (RATTUS NORVEGICUS) 


R. F. Keller, Jr.. H. R. Hunt and C. A. 
Hoppert, p. 382. 


Heredity is an important factor in dental 
caries in rats. Hunt and Hoppert have pro- 
duced two decidedly different strains of rats, 
one of which is extremely susceptible to dental 
caries in lower molar teeth and the other is 
very resistant. This investigation shows that 
the upper molar teeth of these susceptible and 
resistant rats have a lower incidence of caries 
than the lower molars of the same animals. 


AMMONIA PRODUCTION IN SALIVA 


R. M. Ballantyne, C. T. Clegg, J. J. Rae 
and F. H. Lawford, p. 385. 


DETERMINATION OF UREA AND AMMONIUM 
SALTS IN AMMONIATED DENTIFRICES 
W. A. Morgan and T. O. Norris, p. 388. 


Preparation of an aqueous extract of the den- 
tifrice is described. Urea in the extract is de- 
termined by the enzyme, urease, which con- 
verts urea to ammonium carbonate which is 
titrated with standard acid. The possible in- 
terference of some soluble salts is discussed. 
Qualitative tests for urea and boric acid are 
given. 

Dibasic ammonium phosphate, (NH,) 
HPO,, is determined by steam distillation of 
the ammonia from a dispersion of the original 
sample in water, buffered at pH 7.4 with a 
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phosphate buffer. Decomposition of urea in the 
distillation is approximately 4 per cent. 


AMMONIATED DENTIFRICES AND HAMSTER 
CARIES. Il, THE EFFECTIVENESS OF 
BRUSHING THE TEETH WITH A CONTROL 
AND AN AMMONIATED DENTIFRICE 


D. S. Chernausek and David F. Mitchell, 
p. 393. 


This report is collateral with previously pub- 
lished data which showed a reduction in caries 
scores following the ingestion of dibasic am- 
monium phosphate and urea. 

The study consisted of three groups: I— 
control, Ii—brushing control (neutral den- 
tifrice), and II1I—experimental brushing (am- 
moniated dentifrice) . 

The animals were started on the experi- 
mental procedures at 30 days of age and the 
procedures were continued for 100 days. The 
animals’ teeth in Groups II and III were 
brushed daily with small toothbrushes. Histo- 
logical sections of liver, kidney and femur 
were secured from representative animals at 
necropsy. No changes attributable to the ex- 
perimental procedures were observed. The 
caries scores were treated statistically. The 
male animals generally had higher caries 
scores than the female animals. Brushing the 
teeth, per se, reduced caries scores by approxi- 
mately a half. No reduction attributable to 
the ammoniated compounds was shown. Some 
statistical procedures and data are listed which 
may be of aid in future studies. 


A CLINICAL STUDY OF THE EFFECT OF 
TETRADECYLAMINE ON PLAQUE 
FORMATION 


R. M. King, p. 399. 


Standardized oral hygiene procedures were 
employed by a group of subjects to study the 
effect of several materials on bacterial plaque 
formation. The labial surfaces of anterior 
teeth were given a prophylaxis at the begin- 
ning of each trial period, and plaques were 
disclosed with Mercurochrome at the end. The 
brush and paste method was found to be 
superior to brushing with ecither water or 
medicinal paraffin oil, while a 1 per cent 
solution of tetradecylamine in medicinal par- 
affin was found to be almost 40 per cent more 
effective in inhibiting plaque growth than 
brushing with paste. It would appear that an 
adsorbed film had been formed in the mouth 
which had persisted long enough to have a 
significant influence on the reduction in plaque 
growth. 
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A DEMONSTRATION OF THE IMPORTANCE 
OF BICARBONATE AS A SALIVARY BUFFER 


S. Wah Leung, p. 403. 


The buffer values of 11 samples of paraffin 
stimulated human mixed saliva and 3 samples 
each of pilocarpine stimulated saliva from the 
parotid and submaxillary glands of dogs have 
been calculated from their CO, dissociation 
curves. The mean total buffer values calcu- 
lated at pH 7.0, 7.7 and 7.3, respectively, are 
0.0263 mole, 0.0485 mole and 0.0331 mole, 
for the three types of saliva, respectively. It 
was shown that in ail instances the bicar- 
bonates constitute from 80 to 95 per cent of 
the total buffer value. The remainder is prob- 
ably due to the phosphates and proteins. 


ISOLATION OF PLEUROPNEUMONIA-LIKE 
ORGANISMS FROM HUMAN SALIVA: 
A NEWLY DETECTED MEMBER OF THE 
ORAL FLORA 
Harry E. Morton, Paul F. Smith, Ned B. 
Williams and Charles F. Eickenberg, 
p. 415. 


The saliva samples of 46 of 100 individuals 
were positive for pleuropneumonia-like or- 
ganisms. This is the first report of these or- 
ganisms being present in high incidence in a 
region of the human body outside of the geni- 
tourinary tract. There appeared to be no cor- 
relation between the lactobacillus count and 
the presence of pleuropneumonia-like organ- 
isms. An enrichment medium is described 
which suppresses growth of gram-positive and 
gram-negative bacteria while permitting 
growth of the pleuropneumonia-like organisms. 


THE OCCURRENCE OF MICROCOCCUS 
LACTILYTICUS IN THE 
DENTOBACTERIAL PLAQUE 


J. J. Ennever, p. 423. 


THE YEASTS OF THE NORMAL MOUTH 
AND THEIR RELATION TO 
SALIVARY ACIDITY 
G. Young, H. G. Resca and M. T. Sul- 
livan, p. 426. 
Yeasts were cultivated from the salivas of ap- 
proximately a half (48.6 per cent) of 584 
healthy college students. Of the yeast-positive 
group, 79 per cent were still positive after 
two months. The number of yeasts ranged 
from 10 to 10,000 per milliliter of saliva, the 
majority of specimens showing counts of 1,000 
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or less. Candida albicans was identified in 93.8 
per cent of the cultures; five other species of 
Candida were also found, and two of Cryp- 
tococcus. All subjects were classified, accord- 
ing to salivary acidity, at one-half pH units 
from 5.0 to 7.5. Yeasts were isolated from 
some salivas at all pH levels, but the incidence 
was considerably higher in the more acid 
salivas. A direct relation was shown between 
the incidence of C. albicans and the degree of 
salivary acidity. 


A SIMPLIFIED METHOD OF RECOVERING 
THE ENAMEL MATRIX OF HUMAN 
ADULT TEETH 

Victorino G. Villa, p. 431. 


A method of recovering the enamel matrix 
after decalcification of the teeth in 5 per cent 
nitric acid is described. The materials used 
were all Filipino teeth. The procedure seems 
less tedious and does not require longer time 
as compared with some other methods. The 
results appear to indicate that the method 
may be used in the study of the histology and 
pathology of the organic constituent of the 
enamel. On the basis of the findings, it seems 
that the enamel matrix is lost largely because 
of rough handling of the specimen during 


processing rather than because of the dissolv- 
ing action of the acid used in decalcification 
as generally believed. 


AN X-RAY DIFFRACTION MICROCAMERA 

AND THE SPECIMEN PREPARATION FOR . 

THE STUDY OF TOOTH STRUCTURE 
Edward Klein, Otto R. Trautz, H. K. 
Addelston and I. Fankuchen, p. 439. 


A simplified microcamera for routine work 
with tissue sections is described. The camera 


is characterized by a 32 micron slit capillary 
and 15 mm. specimen-to-film distance. The 
preparation of undecalcified enamel specimen 
includes cutting of 0.1 mm. thick sections with 
a diamond saw and grinding by hand to 0.05 
mm. or less. Reflections have been recorded on 
the diffractogram of eramel which have not 
been previously demonstrated. A photomicro- 
graph of the sample as mounted in the camera 
records the exact spot examined roentgeno- 
graphically and permits the correlation of 
the sample and of the diffractogram. 


STUDIES ON THE PHYSICAL PROPERTIES 
OF RODENT ENAMEL. I. THE MANLY- 
HODGE SEPARATION METHOD AS APPLIED 
TO THE TEETH OF THE RAT AND HAMSTER 


J. Edward Gilda, p. 445. 


The Manly-Hodge flotation method was used 
to separate enamel and dentin in small, pooled 
samples of rodent molar teeth. A single sepa- 
ration under conditions customarily employed 
for human teeth resulted in considerable con- 
tamination of both enamel and dentin frac- 
tions. Average percentage of junction particles 
(fragments composed of both enamel and den- 
tin) for enamel samples from four or more 
rats was increased ninefold over reported 
values for human enamel fractions. Dentin 
fractions contained 16 times more enamel than 
previously reported as a contaminant of human 
dentin fractions. Two simple refractionation 
procedures were devised which increased the 
purity and completeness of the yield. The 
conclusion was drawn that the Manly-Hodge 
method should not be applied empirically to 
the teeth of experimental animals. Determina- 
tion of purity is always indicated especially 
where analyses are made for substances which 
vary widely in concentration in the compo- 
nent parts of the tooth. 
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Cases and Comments 


UNILATERAL ANKYLOSIS OF THE 
TEMPOROMANDIBULAR JOINT: REPORT 
OF A CASE 

By Louis R. Weiss, D.D.S., Minneapolis. 


Ankylosis of the temporomandibular joint is 
frequently caused by infectious arthritis, otitis 
media, or osteomyelitis of the ramus. In some 
instances it may result from trauma. 

A 9 year old boy was referred to this office 
on August 23, 1943, by an orthodontist, with 
the complaint of inability to open his mouth 
normally for approximately five years. 


History * His mother stated that the child 
had undergone a mastoidectomy at age 3 or 
4 years, and that total deafness in the left 
ear and trismus had appeared postoperatively. 
The boy had been seen by many physicians 
and dentists, but without success in treatment. 
Since the family had moved a great deal 
throughout the country it was impossible to 
get a more complete history. 


Physical Examination + The condition of the 
mouth was fairly good. The patient had been 
keeping his mouth as clean as possible under 
the circumstances. Roentgenographic exami- 
nation of the left temporomandibular joint 
showed an irregularly formed condyle with a 
saw-toothed superior surface (Fig. 1). The 
joint had very little mobility. The roentgeno- 
gram of the right side disclosed an almost 
normal condyle. There was mobility on the 
right side but the opening of the mouth was 
limited by the partial ankylosis on the left 
side. The patient was able to close his mouth 
in centric occlusion and to open it about 5 
mm. from incisal edge to incisal edge. The 
mother reported that the boy had been exam- 
ined by a pediatrician, who had found him in 
good condition except for being somewhat 
amall for his age and slightly underweight. 


Treatment * On August 27, 1943, the mouth 
was opened with some pressure, under nitrous 
oxide anesthesia. Great care was exercised in 
forcing open the mouth to prevent injury to 
the teeth and the bone. The patient was in- 
structed to use a spring clothespin as con- 
stantly as possible, and by this means the 
mouth was forced open from 5 mm. to 10 mm. 

Forcible opening under nitrous oxide an- 
esthesia was repeated on September 3 and 
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September 21, and the most successful result 
from this procedure was obtained on Novem- 
ber 10, when the opening was increased to 
20 mm. Impressions of the occlusal surfaces 
of the upper and lower teeth were taken and 
an Ivy pressure appliance (as illustrated in the 
American Dental Society publication Lectures 
on Military Dentistry pages 87, 88, 89) was 
made by a laboratory. Treatment with the 
spring clothespin was continued until Febru- 
ary 1, 1944, when the appliance was tried in 
the mouth and adjusted for the patient's 
comfort. Both the patient and the mother were 
instructed in its use and care. From this date 
on continued improvement was evident at 
weekly examinations, and on July 7, 1944 the 
patient could open his mouth almost normally. 
He was able to eat with the rest of the family, 
felt much better, played with children his own 
age without a feeling of inferiority and had 
become quite extroverted. 

To increase the tension when the appliance 
was in place, two small stainless steel springs 
were substituted for the rubber bands. The 
patient was instructed to wear the appliance 
for only a few hours a day and to return at 
monthly intervals. 


Results * On November 4, 1944, a lateral 
roentgenogram (Fig. 2) disclosed a rounded 
left condyle, which functioned within normal 
limits and permitted opening of the mouth. 
The patient and the mother were extremely 


Fig. 1 + Left lateral view, on 8-26-43, shows 
irregular condyle and abnormal sigmoid notch. 
Note small opening of oral cavity 
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Fig. 2 * Left lateral view, on 1-7-44, shows 
nearly normal condyle and sigmoid notch 


happy about the results. It was gratifying to 
note the changed mental outlook of the patient 
and his optimistic attitude toward the future, 
a complete reversal of his earlier unhappy and 
sullen attitude. He was examined for the last 
time on July 13, 1945. 


Comments + The operator has a choice of 
methods in the treatment of ankylosis. In this 
case it was felt that satisfactory results could 
be obtained by purely mechanical means with- 
out subjecting the patient to surgery. This was 
considered advisable because of the patient's 
previous history with surgery and the fear of 
the parents for such further treatment. 

The results are considered successful from 
every point of view: function was restored, 
and a dentist could now properly care for the 
teeth because sufficient access had been 
created, and because the patient’s psycholog- 
ical reaction was so favorable. 
1846 Medical Arts Building 


COMBINED PROSTHODONTIC AND SURGICAL 
TREATMENT OF CLEFT PALATE: 
REPORT OF A CASE 


Washington State Crippled Children’s 
Program, and Children’s Orthopedic Hos- 
pital, Seattle; and R. Grabosky, dental 
technician. 


In the last few years, the dental and medical 
professions have become aware of the neces- 
sity for combining reparative surgery with 
maxillofacial prosthesis in the repair of facial 
defects. This is especially true in deformities 


By E. J. Fredrickson, D.D.S., consultant, 
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about the face and jaws, when the success of 
plastic surgery depends to a great extent upon 
restoration of the normal contour of the 
region involved. In order to establish that con- 
tour, recognition of the importance of the 
underlying framework over which the soft 
tissues are to be repaired is essential. If 
missing bone or cartilage cannot be adequately 
replaced by a plastic procedure, prosthetic 
appliances must be used, either as a temporary 
measure or as a permanent restoration. This 
point is clearly demonstrable in cases in which 
the teeth and alveolar processes and part of 
the maxillae are missing. No matter how skill- 
fully plastic repair of the lip is planned, de- 
sirable results in the contour of the lip and 
cheeks cannot be obtained unless adequate 
support from within the mouth is supplied. 

The necessity for cooperation between plas- 
tic surgeon and the prosthodontist in the treat- 
ment of cleft palate is illustrated in the follow- 
ing case report. 


Fig. 1 + Cleft palate after 10 attempts at surgi- 
cal repair without prosthodontic consultation 


— 
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Fig. 2 * Malformed teeth, useless for pros- 
thetic purposes, have been extracted 


~ 
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Fig. 3 + Prosthetic appliance in place 


A girl, 4 years of age, was admitted to 
Children’s Orthopedic Hospital, Seattle, in 
June 1939, for repair of a cleft palate. A 
bilateral cleft lip had been repaired in Juneau, 
Alaska, but three attempts to close the palate 
had been unsuccessful. At the Children’s Hos- 
pital, seven operations on the palate were 


performed between June 1939 and October 
1941, 

In June 1949, consultants of the cleft palate 
clinic saw the child and recommended a pros- 
thesis. Several malformed, malplaced teeth 
were present in the anterior and posterior 
regions on the left side. Openings on each side 
of the premaxilla, 10 mm. and 80 mm. in 
diameter, extended into the nasal passages, 
and another large opening, about 20 mm. in 
diameter, was present at the midline (Fig. 1). 
On the right side, the posterior region was 
completely devoid of alveolar process, but 
scar tissue extended laterally, at what would 
be the junction of the hard and soft palate, 
to the alveolar process on the left side. The 
soft palate was short. 

The malformed teeth that could not be 
utilized for prosthetic purposes were extracted 
(Fig. 2), the three remaining teeth were 
filled and, with a prosthetic appliance, the 
result shown in Figure 3 was obtained. 

Further surgical repair of the nose and lips 
is planned, as well as surgical lengthening of 
the soft palate. 


Contributors to Progress * The scientific and intellectual advances of a nation are generated 
by a comparatively small number of people. These few—the inventors, scientists, thinkers and 
scholars who have given us the Declaration of Independence and atomic energy, railroads and 
radar, antibiotics and masterpieces of music and literature—have contributed to civilization 
out of all proportion to their numbers. In the U. S. we think immediately of such giants as 
Thomas Jefferson, Benjamin Franklin, Josiah Willard Gibbs, Thomas Hunt Morgan, Alexander 
Graham Bell, John Dewey, Mark Twain and Walt Whitman. But the geniuses represent only 
a part of a nation’s intellectual resources; for every genius there are hundreds of less 
eminent but highly competent men and women who also contribute significantly to the 
nation’s intellectual progress. Dael Wolfle, “Intellectual Resources,” Scientific American 185:42, 


September 1951. 
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Deaths 


Aiken, George E., Kansas City, Mo.; Western 
Dental College, Kansas City, 1904; died 
July 27; aged 73. 

Bartlett, Donald S., Waukegan, III. ; Louisville 
College of Dental Surgery of Centre College, 
1918; died August 13; aged 58. 

Bennett, David W., Seattle; College of Den- 
tistry, University of Minnesota, 1904; died 
August 6; aged 70. 

Berger, Hulda E., New York; College of Den- 
tistry, University of Minnesota, 1914; died 
August 24; aged 60. 

Bergland, Clarence O., Robbinsdale, Minn.; 
College of Dentistry, University of Minne- 
sota, 1922; died August 7; aged 53. 

Britton, Louis, Philadelphia; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1894; died July 27; aged 78. 

Brockman, William H., Eldon, Mo.; School of 
Dentistry, Washington University, St. Louis, 
1916; died in August. 

Brown, Erwin G., Wilbur, Wash.; School of 
Dentistry, North Pacific College of Oregon, 
1925; died July 16; aged 52. 

Brown, John W., Griffith, Ind.; Indiana Den- 
tal College, Indianapolis, 1915; died Au- 
gust 15; aged 69. 

Burns, John A., Fall River, Mass.; School of 
Dentistry, University of Pennsylvania, 1913; 
died July 21; aged 62. 

Chester, John, Staatsburg, N. Y.; College of 
Dentistry, New York University, 1900; died 
July 8. 

Clawson, Harry F., Warren, Pa.; Philadelphia 
Dental College, 1902; died July 16; aged 
75. 

Close, Hugh W., Philadelphia; School of Den- 
tistry, University of Pennsylvania, 1912; 
died July 29; aged 60. 

Courtney, Terence F., Chicago; Chicago Col- 
lege of Dental Surgery, Loyola University, 
1920; died August 8. 

Dietz, Bernard I., Washington, D. C.; School 
of Dentistry, Georgetown University, 1917; 
died July 28; aged 54. 

Domurat, Titus, Chicago; died July 11; aged 
63. 

Dorsey, Chester W., San Francisco; School of 
Dentistry, University of Louisville, 1902; 
died July 15. 

Eames, Haller B., Chatham, N. Y.; Dental 
School, Tufts College, 1909; died July 25; 
aged 65. 

Elder, William J., Norristown, Pa.; Pennsyl- 
vania College of Dental Surgery, Philadel- 
phia, 1896; died August 12. 
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Erickson, Rufus O., Waukesha, Wis.; Dental 
School, Marquette University, 1919; died 
July 30; aged 55. 

Ewart, Albert C., Marysville, Kan.; Western 
Dental College, Kansas City, 1899; died 
April 16; aged 82. 

Fahey, Edward V., Pittsburgh; School of Den- 
tistry, University of Pittsburgh, 1931; died 
August 15; aged 48. 

Fatland, Olaf S., Colfax, Iowa; College of 
Dentistry, University of Iowa, 1918; died 
August 12; aged 56. 

Faulconer, William T., Memphis, Tenn.; 
School of Dentistry, Washington University, 
St. Louis, 1929; died August 18; aged 45. 

Fink, Benjamin, New York; College of Den- 
tistry, New York University, 1923; died 
August 5; aged 52. 

Gilliam, Paul S., Washington, D. C.; School 
of Dentistry, Georgetown University, 1917; 
died July 16. 

Glew, Hubert M., Preston, Iowa; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1905; died July 21; aged 73. 

Gould, Percival A., Gibsonburg, Ohio; died 
July 28; aged 79. 

Grady, Luke F., Bradford, Pa.; School of 
Dentistry, University of Pennsylvania, 1903; 
died August 7. 

Harris, Edward E., Yreka, Calif.; College of 
Dentistry, University of California, San 
Francisco, 1923; died August 8; aged 57. 

Hartung, William J., Minneapolis; College of 
Dentistry, University of Minnesota, 1911; 
died August 8; aged 64. 

Hartzell, Thomas B., Minneapolis; College of 
Dentistry, University of Minnesota, 1893; 
died August 26; aged 85. 

Havens, Donnell D., Klamath Falls, Ore.; 
School of Dentistry, North Pacific College 

* of Oregon, 1919; died July 22; aged 57. 

Heininger, Oscar H., Burlington, Vt.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1910; died August 9; aged 63. 

Heyser, William T., Washington, D. C.; Den- 
tal Department, National University, Wash- 
ington, D. C., 1897; died July 27. 

Hooker, Alfred L., West Palm Beach, Fila. ; 
Dental School, Tufts College, 1917; died 
June 5; aged 58. 

Kalmus, Morris, New York; Baltimore College 
of Dental Surgery, University of Maryland, 
1920; died July 15; aged 59. 

Keith, Cassius C., Hastings, Neb.; Dental 
School, Northwestern University, 1904; 
died August 7. 
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King, Otto U., Huntington, Ind.; Dental 
School, Northwestern University, 1897 ; died 
August 13. 

Klepinger, Warren P., Monrovia, Calif.; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1901; died August 9; aged 74. 

Kuehnert, Arno J., Santa Monica, Calif.; 
Dental School, Northwestern University, 
1930; died August 8; aged 44. 

Lawrence, William H., Bryan, Texas; died 
May 14. 

Lehman, John W., Portland, Ore.; College of 
Physicians and Surgeons, San Francisco, 
1902; died August 1, aged 80. 

Levine, William, Jersey City; Pennsylvania 
College of Dental Surgery, Philadelphia, 
1904; died July 24; aged 70. 

Lowe, Charles T., Cincinnati; School of Den- 
tistry, University of Pittsburgh, 1920; died 
July 4. 

Maddren, James W., St. Johnsville, N. Y.; 
College of Dentistry, New York University, 
1907; died August 11. 

Mahan, Royster W., Topeka, Kan.; 
July 21. 

Marchand, Larry M., Cottonport, La.; School 
of Dentistry, Tulane University, 1911; died 
in March; aged 68. 

Martin, Nathaniel R., Lynn, 
August 4. 

McElroy, Hugh G., Dover, N. J.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1909; died July 26; aged 65. 

McKee, William G. S., Pittsburgh; School of 
Dentistry, University of Pittsburgh, 1925; 
died July 25; aged 50. 

McQuillan, Herbert A., Fargo, N. D.; College 
of Dentistry, University of Minnesota, 1929; 
died August 2; aged 47. 

McWilliams, William H., Darlington, Wis.; 
College of Dentistry, University of Illinois, 
1904; died July 23; aged 68. 

Menn, Samuel, New York; New York College 
of Dentistry, 1923; died July 18; aged 56. 
Mickens, George E., Butler, N. J.; Baltimore 
College of Dental Surgery, University of 

Maryland, 1913; died August 9. 

Monaghan, Robert D., Tacoma, Wash.; Col- 
lege of Dentistry, University of Minnesota, 
1914; died August 22; aged 56. 

Moore, Henry B., Owosso, Mich.; School of 
Dentistry, University of Michigan, 1905; 
died June 19. 

Morgan, Harry, Monterey, Calif.; Chicago 
College of Dental Surgery, Loyola Univer- 
sity, 1902; died August 22; aged 74. 

Nance, Ed F., Los Angeles; College of Den- 
tistry, University of Southern California, 
1911; died August 6; aged 65. 


died 


Mass.; died 


770 © THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION 


Nash, John G., Salem, Ore.; School of Den- 
tistry, North Pacific College of Oregon, 
1913; died July 28; aged 65. 

O'Connell, Jeremiah J., New Britain, Conn. ; 
Baltimore College of Dental Surgery, Uni- 
versity of Maryland, 1912; died July 30; 
aged 76. 

O’Shaunecy, James W., Buffalo; School of 
Dentistry, University of Buffalo, 1919; died 
August 7; aged 57. 

Parks, Thomas F., Wakefield, Mass.; Balti- 
more College of Dental Surgery, University 
of Maryland, 1904; died July 25; aged 73. 

Pearlman, Alfred E., Rochester, N. Y.; School 
of Dentistry, University of Pennsylvania, 
1920; died July 6. 

Piedalue, Robert J., Seattle; College of Den- 
tistry, Creighton University, 1916; died Au- 
gust 14. 

Purdie, John C., Chicago; Chicago College of 
Dental Surgery, Loyola University, 1907; 
died July 26; aged 76. 

Quitt, Leon E., New York; died May 1. 

Reich, Harry, New York; College of Den- 
tistry, New York University, 1915; died 
July 20; aged 59. 

Reinders, Fred W., Mount Pulaski, Ili. ; School 
of Dentistry, University of Indiana, 1903; 
died May 8. 

River, Joseph P., Oakland, Calif.; College of 
Dentistry, University of California, 1899; 
died August 11; aged 78. 

Sanders, Samuel E., Villa Park, Ill.; Dental 
School, Northwestern University, 1917; died 
August 26; aged 63. 

Sargent, Maurice E., Franklin, N. H.; Penn- 
sylvania College of Dental Surgery, Phila- 
delphia, 1899; died in July. 

Schemel, John H., Syracuse, N. Y.; School 
of Dentistry, University of Buffalo, 1915; 
died June 19; aged 58. 

Schlund, Jacob B., Tacoma, Wash.; St. Louis 
Dental College, 1905; died June 30; 
aged 75. 

Schneider, George, La Salle, Ill.; Chicago 
College of Dental Surgery, Loyola Uni- 
versity, 1900; died July 15; aged 84. 

Segue, Taylor A., New Orleans; College of 
Dentistry, Howard University, 1922; died 
July 9; aged 52. 

Seidenberg, Louis, Chicago; Chicago College 
of Dental Surgery, Loyola University, 1918; 
died August 7; aged 60. 

Shaffer, Lee H., Monmouth, IIl.; Dental 
School, Northwestern University, 1911; 
died May 27; aged 66. 

Sherwin, Lawrence W., Cortland, N. Y.; 
School of Dentistry, University of Penn- 
sylvania, 1917; died June 25; aged 60. 
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Smith, E. Marvin, Clarksville, Texas; South- 
ern Dental College, Atlanta, 1901; died 
June 20; aged 73. 

Smith, Garnett H., Jeffersontown, Ky.; School 
of Dentistry, University of Louisville, 1900; 
died August 12. 

Smith, Gideon H., Sausalito, Calif.; College 
of Physicians and Surgeons, San Francisco, 
1902; died August 7; aged 76. 

Spurgeon, Charles W., Hermann, Mo.; 
Western Dental College, Kansas City, 
1924; died June 18; aged 50. 

Stack, Walter O., Claymont, Del.; Baltimore 
College of Dental Surgery, University of 
Maryland, 1897; died July 12; aged 79. 

Stanfield, Leonard E., Donna, Texas; died 
July 27. 

Stewart, Charles F., Oklahoma City; Kansas 
City Dental College, 1902; died July 11; 
aged 74. 

Stewart, Ernest I., Logan, Utah; Chicago 
College of Dental Surgery, Loyola Uni- 
versity, 1909; died July 21; aged 69. 

Stokes, Hannon C., Kansas City, Mo.; Kan- 
sas City Dental College, 1904; died Au- 
gust 16. 

Stradling, Joseph T., Bristol, Pa.; Pennsyl- 
vania College of Dental Surgery, Phila- 


delphia, 1881; died June 30; aged 91. 
Strickler, Mary R., Denver, Colo.; died July 
10. 


Stuart, Carroll W., Chicago; College of Den- 
tistry, University of Illinois, 1912; died 
July 1. 

Swan, Charles J., Clearfield, Iowa; College 
of Dentistry, University of Iowa, 1903; 
died June 18; aged 76. 

Sweeney, James T., Lodi, Calif.; College of 
Dentistry, University of California, 1926; 
died June 24; aged 58. 

Taylor, Henry E., Athens, Ga.; Atlanta— 
Southern Dental College, 1931; died Au- 
gust 5; aged 45. 

Terry, Edwin B., Utica, N. Y.; School of 
Dentistry, University of Buffalo, 1923; died 
August 7; aged 55. 

Thayer, James L., Abilene, Kan.; Western 
Dental College, Kansas City, 1902; died 
July 1; aged 72. 

Thomas, Harry S., Dallas, Texas; died June 
30. 

Thompson, Winton L., Nashville, Tenn. ; Ohio 
College of Dental Surgery, University of 
Cincinnati, 1914; died July 14; aged 58. 

Thorsness, Arlo W., Spooner, Wis.; Dental 
School, Northwestern University, 1917; 
died June 21; aged 58. 
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Tremain, Ivan R., San Francisco; College of 
Physicians and Surgeons, San Francisco, 
1912; died June 27; aged 65. 

Troyan, Edward J., Cleveland; School of 
Dentistry, Western Reserve University, 
Cleveland, 1913; died August 6; aged 67. 

Tucker, Orville C., Joliet, Ill.; Dental School, 
Northwestern University, 1928; died June 
14. 

Twiggar, Vernon B., Shamokin, Pa.; School 
of Dentistry, University of Pennsylvania, 
1901; died August 2; aged 75. 

Wagoner, William E., Marion, Ind.; Dental 
School, Northwestern University, 1900; died 
July 5. 

Walker, Slater R., Pittsburgh; School of Den- 
tistry, University of Pennsylvania, 1912; 
died July 20; aged 65. 

Walker, William K., Orangeburg, S. C.; 
School of Dentistry, Vanderbilt Univer- 
sity, 1905; died July 5; aged 68. 

Walther, Guido A., Chicago; Chicago College 
of Dental Surgery, Loyola University, 1906; 
died May 12; aged 68. 

Waters, Frank T., Orange, Mass.; Pennsyl- 
vania College of Dental Surgery, Phila- 
delphia, 1899; died July 2; aged 75. 

Watson, Marion R., Statesboro, Ga. ; Atlanta— 
Southern Dental College, 1943; died May 
27; aged 31. 

Weaver, Kemper K., Dayton, Ohio; College 
of Dentistry, Ohio State University, 1914; 
died August 8; aged 61. 

Westlake, Albert J., Asbury Park, N. J.; died 
August 11; aged 77. 

White, Charles E., Gladewater, Texas; Col- 
lege of Dentistry, Baylor University, 1919; 
died June 19; aged 62. 

Wilher, Jerome L., Chicago; Dental School, 
Northwestern University, 1918; died Sep- 
tember 7; aged 56. 

Williams, Harry C., Sheboygan, Wis.; Den- 
tal School, Northwestern University, 1916; 
died July 12; aged 58. 

Wilson, Sidney E., Laurel, Miss.; School of 
Dentistry, Tulane University, 1912; died 
July 15; aged 61. 

Winter, Gordon R., Philadelphia; School of 
Dentistry, University of Pennsylvania, 1919; 
died July 30. 

Winter, Seward R., Minneapolis; College of 
Dentistry, University of Minnesota, 1909; 
died August 2; aged 73. 

Workman, Saul G., Nashville, Tenn.; School 
of Dentistry, Vanderbilt University, 1905; 
died July 29; aged 69. 

Wright, Bruce C., Humansville, Mo.; Western 
Dental College, Kansas City, 1917; died 
June 24; aged 59. 
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Directory 


OFFICERS 


Otto W. Brandhorst, President-Elect. ...... 4952 Maryland Ave., St. Louis 
David J. Fitzgibbon, First Vice-President. ........... 601 19th St., N.W., Washington, D.C. . 
Perley M. Cunningham, Second Vice-President. ...........510 Hynds Bldg., Cheyenne, Wyo. 
Oscar P. Snyder, Third Vice-President. ..Walter Reed Army Medical Center, Washington, D.C. 


Ernest G. Sloman, Speaker, House of Delegates. ............. 344 14th Street, San Francisco 
Harold Hillenbrand, Secretary. ... 222 E. Superior St., Chicago 
C. Willard Camalier, Assistant Secretary............. 1726 Eye St., N.W., Washington, D.C. 
Louis M. Cruttenden, Assistant Secretary. ............-- +0006. 222 E. Superior St., Chicago 
Lowry Medical Arts Bldg., St. Paul 


BOARD OF TRUSTEES 
William R. Alstadt, 1954, Twelfth District. ............... 610 Boyle Bidg., Little Rock, Ark. 


Bernerd C. Kingsbury, 1954, Thirteenth District. ............... 490 Post St., San Francisco 
Clarence S. Renouard, 1954, Eleventh District............. 304 Phoenix Bldg., Butte, Mont. 
W. Haste Goalie, 1953; 8113 Jenkins Arcade, Pittsburgh 
Joleen, 1950, Medical Arts Bldg., Roanoke, Va. 
Daniel F. Lynch, 1953, Fourth District. ........ 1678 Primrose Road, N.W., Washington, D.C. 


Rebert P. Thomas, 1952, Sinth District. ......ccccccvccesseccess Francis Bldg., Louisville, Ky. 


BUREAUS 


Economic Research and Statistics: B. D. Moen, Director, 222 E. Superior St., Chicago 
Library and Indexing Service: Donald A. Washburn, Director, 222 E. Superior St., Chicago 
Public Information: Herbert B. Bain, Director, 222 E. Superior St., Chicago 


COUNCILS 


Constitution and Bylaws: Max E. Ernst, Chm., Lowry Medical Arts Bldg., St. Paul 


Dental Education: E. R. Westcott, Chm., 1500 Pacific Ave., Atlantic City, N. J. 
Shailer Peterson, Secy., 222 E. Superior St., Chicago 


Dental Health: David W. Brock, Chm., 6026 Enright Ave., St. Louis 12 
Allen O. Gruebbel, Secy., 222 E. Superior St., Chicago 
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Dental Museum and Registry: Henry A. Swanson, Chm., 1726 Eye St., N.W., Washington, D.C. 
Dental Research: J. L. T. Appleton, Chm., 4001 Spruce St., Philadelphia 
Dental Therapeutics: Thomas J. Hill, Chm., 2085 Adelbert Road, Cleveland 
J. Roy Doty, Secy., 222 E. Superior St., Chicago 
Dental Trade and Laboratory Relations: F. W. Herbine, Chm., 230 N. Fifth St., Reading, Pa. 
Federal Dental Services: R. H. Friedrich, Chm., 960 Park Ave., Plainfield, N.J. 
Hospital Dental Service: Frank B. Hower, Chm., 814 Heyburn Bldg., Louisville, Ky. 
Insurance: Paul W. Zillmann, Chm., 29 Walden Ave., Buffalo 
International Relations: D. J. Aubertine, Chm., 760 Market St., San Francisco 
Journalism: Charles A. Wilkie, Chm., 1 Hanson Place, Brooklyn 
Judicial Council: H. B. McCarthy, Chm., 5821 Bellona Ave., Baltimore 
Legislation: E. Harold Gale, Chm., 142 Washington Ave., Albany, N.Y. 
Francis J. Garvey, Secy., 222 E. Superior St., Chicago 
Membership: H. C. Jarvis, Chm., Mercantile Library Bldg., Cincinnati 
National Board of Dental Examiners: Robert J. Weils, Chm., 1525 E. 53rd St., Chicago 
Shailer Peterson, Secy., 222 E. Superior St., Chicago 
Relief: Leo W. Kremer, Chm., 55 E. Washington St., Chicago 
Scientific Session: William A. Garrett, Chm., Candler Bldg., Atlanta, Ga. 


SECTION CHAIRMEN 


Operative Dentistry: Morton H. Mortonson, Jr., 735 N. Water St., Milwaukee 

Oral Surgery and Anesthesia: H. Newman Brownson, 7046 Hollywood Blvd., Hollywood, Calif. 

Orthodontics and Oral Development: William R. Joule, 549 High St., Newark, N.J. 

Pedodontics: William A. Jordan, Minnesota Dept. of Health, University Campus, Minneapolis 

Periodontics: Walter Leabo, 706 Medical Arts Bldg., Shreveport, La. 

Practice Management: Charles H. Kendall, 2866 N. Oakland Ave., Milwaukee 

Prosthodontics, Full Dentures: Theodore A. Bodine, 904 Akron Savings and Loan Bldg., Akron, 
Ohio 

Prosthodontics, Partial Dentures: Alfred C. Young, 121 University Place, Pittsburgh 

Public Health Dentistry: Bruce D. Forsyth, USPHS, Fourth and D Sts., S.W., Washington, D.C. 

Research: John W. Knutson, USPHS, Federal Security Building South, Washington, D.C. 

Roentgenology: William J. Updegrave, 230 W. Duncannon Ave., Philadelphia 
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Ninety-Third Annual Session 
Ninety-Fourth Annual Session 
Ninety-Fifth Annual Session 


Alabama 


Alaska 
Arizona 


Arkansas 
California 


S. California 
Colorado 
Connecticut 


Mississippi 
Missouri 


Montana 
Nebraska 
Nevada 

New 
New Jersey 
New Mexico 


New York 
North Carolina 


North Dakota 
Ohio 
Oklahoma 


Oregon 
Panama Canal Zone 
Pennsylvania 


Puerto Rico 
Rhode Island 


State 


Announcements 


Date Place 


Apr. 14, 15,1952 Birmingham 

July 14-17, 1952 Anchorage 
Phoenix 

Apr. 6-9, 1952 Little Rock 


Apr. 21-23, 1952 


Oct. 5-8, 1952 Colorado Springs 
May 21-23, 1952 Bridgeport 
i. 1952 

ar. 9-12, 1952 Washington 
Apr. 20-23, 1952 Jacksonville 
Oct., 1952 Savannah 

Honolulu 

June 30-July 2, Sun Valley 
1952 
May 19-22, 1952 Springfield 


May 12-14, 1952 


May 5-7, 1952 s Moines 
May 4-7, 1952 Topeka 
Ber. 31-Apr. 2, Louisville 
1952 
Apr. 17-19, 1952 Shreveport 
— 1952 Rockland 
ay 4-7, 1952 Baltimore 
May 4-7, 1952 Boston 
Apr. 21-23, 1952 Detroit 
Feb. 18-20, 1952 St. Paul 
June 9-12, 1952 Biloxi 
Sept. 12, 1952 St. Louis 
May 8-10, 1952 Butte 
May 12-14,1952 Omaha 


on 1952 


Ren 
une 29-July 1, 1952 Bretton Woods 
Atlantic City 


Apr. 23, 24, 1952 
hee. 14-16, 1952 Roswell 


May 12-15, 1952 Syracuse 
May 11-14, 1952 Pinehurst 
May 15-17, 1952 Minot 


Apr. 20-23, 1952 


ar. 3-5, 1952 la 
Balboa 
May 4-7, 1952 Reading 
Jan. 25-27, 1952 San Juan 
Jan. 1952 Providence 
Greenville 
May 18-20, 1952 Mitchell 


May 5-7, 1952 Memphis 


Sept. 


MEETINGS OF STATE SOCIETIES 


San Francisco 


Indianapolis 


Oklahoma City 
Portland 


774 
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Sept. 8-11, 1952 
28-Oct. 1, 1953 
Nov. 8-11, 1954 


Secretary 
G. W. Matthews 


R. A. Smithson 
E. M. Scott 


D. M. Hamm 
L. R. Ludwigsen 


C. A. Moss 
R. A. Downs 
E. S. Arnold 


S. J. Krygier 
K. H. Wood 
T. A. Price 


. M. Heard, Jr. 
. H. Dawe 


F. E. Carpenter 
P. W. Clopper 
E. E. Ewbank 
H. 1. Wilson 

F. A. Richmond 
A. B. Coxwell 
J. S. Bernhard 


S. Gower 
E. L. Pessagno, Jr. 


H. E. Tingley 
F. Wertheimer 


C. V. E. Cassel 


. M. Campbell 
R. Rhoades 


. S. Renouard 
A. rson 


. Wilkie 
. Walker 


= 


“arrasquillo 
. Biderman 


St. Louis 
Cleveland 
Miami 


Address 


1922 Tenth Ave., 
Birmingham 5 

Box 1293, 
1017 Bidg.., 


Phoe 
White. Bidg., Clarksville 
450 Sutter St., 
San Francisco 
1401 S. Hope St., 
Los Angeles 
724 Republic Bidg., 
nver 2 
37 Linnard Rd., 
W. Hartford 
309 S. State St., Dover 
202-1835 Eye St., N. W.. 
Washington 
808 Congress Bidg.. 
iami 
Persons Bidg., Macon 
810 N. Vineyard St., 
Honolulu 17 
123 Main Ave., Twin Falls 


623 Jefferson Bidg., Peoria 2 

Kingman 

639 Insurance Exchange 

Bidg., Des Moines 

Brotherhood Bldg., 

Kansas City 

1976 Douglas Blvd., 

Louisville 

407 Medical Arts Bidg., 

Shreveport 

Skowhegan 

415 Medical Arts Bidg., 

Baltimore 1 

12 Bay State Road. Boston 

Michigan Dept. of Health, 
nsing 

242 Lowry Medical 

Arts Bidg., St. Paul 

428 Gloster St., Tupelo 

201 Merchants Bank Bidg.., 

Jefferson City 

304 Phoenix Bidg., Butte 

1112 Federal Securities 

Bidg., Lincoln 

Medical Dental Bidg., Reno 

814 Elm St., Manchester 

407 Cooper St., Camden 

Suite 7, Medical Arts Square, 

Albuquerque 

1 Hanson Place, Brooklyn 

Liberty Life Bidg., 


Charlotte 
302 Black Bidg., Fargo 
185 E. State St., Columbus 


Calkin Bidg.. Guthrie 
308 Selling Bidg., Portland 
Box 415, Balboa 


144 Westminster St., 
Providence 

7 Medical Court, Greenville 
Sioux Falls 
Brown Bidg., Cleveland 
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Delaware 
District of Columbia 
Florida 
Hawaii J : ; 
Idaho 
IMinois 
indiane 
lowa = 
x Kentucky : 
"yland 
Maryland 
Michigan 
Minnesota 
South Carolina R. Owings 
South Dakota . W. Elmen 
Tennessee W. L. McCulley 
= 


State 
Texas 
Utah 


Vermont 
Virginia 
Washington 
West Virginia 


Wisconsin 
Wyoming 


Nevada 

New 
New Jersey 
New Mexico 


Date 
Apr. 28-May 1, 
1952 


May, 
Aon 2830, 1952 


May 7, 1952 
July, 1 


Apr. 14-17, 1952 


ANNOUNCEMENTS . 


Woodstock 
Virginia Beach 


Seattle 

White Sulphur 
Springs 
Milwaukee 
Casper 


Secretary 
W. Ogle 
E. O. Thompson 
W. J. Reardon 
J. E. John 
C. R. Flood 
Drake 


A. B. 
R.A. M 
T. J. Drew 
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Address 
3607 Gaston Ave., Dallas 
915 Medical Arts Bidg., 
Salt Lake City 
Rutland 
Arts Bidg., 


Roa 
230 Cobb Seattle 
508 Wi nia Bidg.. 


mi 
St., Milwaukee 
Capitol Bidg., 


MEETINGS OF STATE BOARDS OF DENTAL EXAMINERS 


Date 


= 16, 1952 
uly 7-11, 1952 
June 23-26, 1952 


June 23-27, 1952 


July 7-12, 1952* 


May 19-23, 1952 
Dec. 10-14 


~ 27-Feb. 2, 1952 
une 8-14, 1952 


Jan. 7, 1952 


July 7-11, 1952 


Dec. 3-6* 
3- gate 


Place 


Birminghar 
Anchorage 


Jacksonville 


lowa Cit 
Kansas City 


Ann Arbor 


Jackson 


Fargo 


Portland 
Philadelphia 


Santurce 


K. 
0. 


K. 
G. 
K. 
M. 
Ww. 
H. 
L. 


Nesbitt 
Phillips 
Brooks 
Musselman 
Falls 


Kellner 
Yarbrough 


it 
H. 
K. 
Cc. 
P. 
Ww. 
A. 
s. 
H. 
w. 
H. 
G. 
A. 
R.A 
H. 


C. Wilson 
. L. Champagne 


. C. Steinmiller 
Brown 


L. C. Coll 
F. M. Hackett 


T. C. Sparks 


K. A. Stormo 
F. S. Maxey 


R. T. Weber 


Address 


132 Adams Ave., Montgomery 
P. O. Box 915, Juneau 
25 N. Second Ave., Glendale 
205 Halter Bidg., Conway 
507 Polk St., 
San Francisco 2 
724 Republic Bidg., 

nmver 2 
302 State St., New London 
143 W. Main St., Newark 
1801 Eye St., N. W., 
Washington 6 
P. O. Box 155, Hollywood 
Medical Arts Bidg., 
Columbus 
427 Dillingham Bidg., 
Honolulu 
718 St., Caldwell 
503 Wood B 


roa 
719 Roshek way G 
Box 71, Hiawatha 
Western Union Bidg., 
Richmond 
Marksville 
Box 387, Skowhegan 
3429 Park Heights Ave.. 
Baltimore 15 
State House, Boston 3 
3714 W. Road, 
Detroit 
1632 Weshington St., N. E., 
Minneapolis 
508 Lamar Life Bidg., 
entral Trust Bidg., 
City 


x 865, Helena 
924 Stuart Bidg., Lincoln 
Masonic Temple, Reno 
5 N. State St. Concord 
be E. State St., Trenton 8 


rtesia 
23 S. Pearl St., Albany 7 
1109 Liberty Life Bidg., 
Charlotte 2 
Ellendale 


= A 
Public Servi Service Bidg.., 


Port land 
Northampton National 
Easton 


Bank Bidg., 


Box 3717, Santurce 
267 Academy Ave., 


lle 3 
312 National Bank 


i and dental hygiene written examinations. 
Dental! hygiene clinical examinations. 


Place 
Fort Worth 
Hunt 
State 
Cheyenne 
: Alabama . Edwards 
Alaska | Geyer 
Arizona Trueblood 
Arkansas Weatherly 
California 
Connecticut 
= Delaware 
District of Columbia 
Florida 7 
Georgia 
Hawaii louvener 
Idaho . Adams 
McKee 
; Indiana Frech a 
Kansas Teall 
Kentucky Todd 
Louisiana deNux 
Maryland evin 
Minnesota F. A. Larson o 
Mississippi J. C. Boswell 
Missour! R. R. Rhoades as 
Montana P. M. Feda 
Nebraska C. A. Bumstead 
New York W. Beier 
North Carolina F. O. Alford 
= 
North Dakota A. B. Crabtree 
Ohio H. B. Smith 
Oklahoma J. B. Cole, Jr. — 
Oregon A. F. Davis 
Pennsyivania R. E. V. Miller 
Rhode Isiand 
Providence 
South Carolina Pe 1315 Pickens St., z= 
Columbia 
: South Dakota Lead 
Tennessee 804 Bennie Dillon Bidg., 
— 
**Dental clinical 
4 


Utah 


Vermont 
Virginia 


Name 


Academy of Denture 
Prosthetics 


Academy of 

Dental Medicine 
American Academy of 
Oral Pathology 


American Association 
of Industrial Dentists 


Orthodontists 


American Board 
of Orthodontics 


American Denture 
Society 


Chicago Dental Society 


Council on Dental 
Education, Division of 
Aptitude Testing 


Denver Dental 
Association 


Eleventh International 
Dental Congress 


Greater New York 
Dental! Meeting 


Greater 
Philadelphia 


International Academy 
of Anesthesiology 


National Board of 
Dental Examiners 


Northwest Conference 
in Dental Medicine 


Academy 
of Oral Surgery 
Southern Society 
of Orthodontists 


Thomas P. Hinman 
Mid-Winter Clinic 


State Date 


Washington 
West Virginia June 23-25, 1952 


Wisconsin 
Wyoming June 23-25, 1952 


Date 


Dec. 2 


Feb. 3, 1952 


Apr. 22-24, 
1952 

Apr. 21-24, 
1952 

Apr. 16-20, 
1952 
Feb. 2, 3, 1952 


Feb. 4-7, 1952 


Mar. 7, 8, 1952 


Jan. 6-9, 
1952 


July 19-26, 
1952 


Dec. 3-7 
Jan. 30-Feb. 1, 
1952 

Feb. 6, 1952 
Dec. 3, 4 
Apr. 13-17, 
1952 

Mar. 22, 23, 
1952 

Aug. 10-13, 1952 


Mar. 23-26, 
1952 
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Place 


West Liberty 


Casper 


Place 


Mar. 16-22, 1952 New Orleans 


New York 


Chicago 


Cincinnati 


St. Louis 


St. Louis 


Chicago 


Chicago 


Denver 

London, 
England 
New York 
Philadelphia 


New York 


Atlanta, 
Ga. 
Asheville, 


Atlanta, 
Ga. 


Hood River, 
Ore. 


A. 
M. 
B. Kiefer, Jr. 
A. Laughlin 
F. Donovan 


F. 
F. 
J. 
J. 
Cc. 
Ss. 
W. A. Hocker 


MEETINGS OF OTHER ORGANIZATIONS 


Secy. or Chm. 


I. L. Furnas 
Secy. 


W. M. Greenhut 
Secy. 


L. Bernier 
E. A. Aston 
Secy. 
G. R. Moore 
Secy. 

C. E. Martinek 
Secy. 


A. L. Roberts 
Secy. 


K. S. Richardson 
. Secy. 


I. G. Tomack 
Secy. 


S. Peterson 
Secy. 


P. L. 
Secy. 


R. F. Sullivan 


F. P. Bowyer 
Secy. 


Meacham, 


R. D. Robinson 
Gen. Chm. 


919 Oakland Ave.. 


Address 


324 State Capitol Bidg.. 
Salt Lake City 

indsor 
71S Medical Arts Bidg.. 
Richmond 19 
510 Cobb Bidg., Seattle 
613 Prunty Bldg., 
Clarksburg 


Tomah 
212 O & S Bidg., Casper 


Address 


928 Silverado St., 
La Jolla, Calif. 


Registry of Dental and Oral 


Pathology, Army Medical 
Museum, Washington, D.C. 


1400 N. Cameron St., 
Harrisburg, Pa. 


Ann Arbor, Mich. 


661 Fisher Bidg.. 
Detroit 2 


Aurora National Bank Bidg.., 
Aurora, Ill. 


30 N. Michigan Ave., 
Chicago 


222 E. Superior St., 
Chicago 11 


724 Republic Bidg.. 
nmver 2 


13 Hill St., 
London W. 1, England 


Room 106A, Statler Hotel, 
New York 1 


1411 Walnut Bidg.. 
Philadelphia 2 


355 E. 149th St., 
New York 55 


222 E. Superior St., 
Chicago 11 


426 Medical Arts Bidg.. 
Portland, Ore. 


118 E. Jones St., 
Savannah, Ga. 


608 Medical Arts Bidg.. 
Knoxville, Tenn. 
832 Candler Bidg.., 
Atlanta, Ga. 


124 E. 84th St., New York 28 


S. Peterson 
Secy. 
| 
| 
A Gen. Chm. 
Secy. 
| 


THE 1952 A.D.A. 
APPOINTMENT BOOK 
is now available 


pa ag aren’t eosin on the standing order list, send in your 


Exclusive Features 
e A full week’s appointments at a glance. 
e Patient recall system. 
e Catalog of dental health educational literature. 
e National holidays. 


use this order blank 


Order Department, AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 
Check the order you wish to place: 
O Just send me a copy of the 1952 book. My remittance of $1.50 is enclosed. 


name 


address 


city state 
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THE “AIRBRASIVE 


Will it revolutionize 


THE S. S. WHITE AIRDENT UNIT 


THE S. S. WHITE DENTAL MANUFACTURING CO. 
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methods of cavity preparation . | 


Dentists who are employing the technique 
say that it will because it permits them to pre- 
pare cavities and give prophylaxis with less 
physical effort and less enervating strain upon 
them, and with much less discomfort to patients. 
They believe the technique will be popular with 
dentists and patients. 


The technique is simple, yet training is nec- 
essary because it is based upon entirely differ- 
ent principles for cutting tooth structure. Distri- 
bution of the Airdent Unit is limited to dentists 
who have completed the prescribed course 
in the “Airbrasive” Technique. Many dental 
schools are offering it as post-graduate study. 
If you are interested, write to your college; or 
see your dental dealer, or write to us for a list 
of the names of the dental schools giving 
courses in the “Airbrasive’ Technique. 


A free pamphlet describing the basic prin- 
ciples of the “Airbrasive” Technique, will be 
mailed upon your request. 


211 So. TWELFTH STREET, PHILADELPHIA 5, PA. 
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..- JUST MAKEIT A | 


pRE 


Maybe you've been assuming that all dental casting 
technics are alike in their results . . . but they aren’t. 


Maybe you think that getting an accurate fit 
still is largely a matter of luck . . . but that isn’t 
true any more. 


In the Dresch-developed Repicast technic the 
“variables” of long-established casting procedures have 
been eliminated . . . the accurate result of each step is 
scientifically determined in advance. So there can be 
no doubt about the final fit. 


Since you get this assured accuracy at no greater 
cost, why not enjoy the time-saving 
advantages and enhanced prestige it is 
sure to bring you? Mail the coupon 
or write today for price list 
and full information. 


The Dresch Laboratories 
1009 Jackson Street—Tolede 1, Ohic 


Tell me more about "Repiicast’ precision removables. 
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BOOKKEEPING SYST 


If you want to knew EVERYTHING about your practice EVERY- 
DAY; if you want all the facts “in the palm of your hand” surely 
and correctly, you want the “Histacount” Bookkeeping System 
because it is guaranteed to do all these things for YOU. “Hista- 
count” has served a generation of doctors but it is as new as the 
first shingle you hung out. Try it on our Money-Back Guarantee! 


A SYSTEM FOR EVERY PRACTICE 


REGULAR EDITION LIMITED PRACTICE 
Plastic-bound style allows For practices of up to 90 
one page per day for up to patients per ah It has 
33 patients; Loose-leaf style everything that’s in the reg- 
is best for larger practice. ular edition. (Plastic-bound 
(Either style $7.25) only $4.50) 


PROFESSIONAL PRINTING COMPANY. INC. 
americas Largest Prenters ta the Professions 
202-208 TILLARY ST BROOKLYN} N Y 

Gentlemen: Send the “‘Histacount’’ System:  ¢-t2-1 

Regular Edition: O Loose-Leaf; O Plastic-Bound 
© Limited Practice Edition 

© Remittance herewith; O Send C.O.D. 

© Send me complete details 

(Just attach this to your letterhead or Rx blank) 


* “HISTACOUNT” SOLVES YOUR PROBLEMS OR YOUR MONEY BACK 
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Where the bite is sHort or CLosg, and a plastic partial is indicated, 
use Steele’s Facings and Steele’s Denture Backings for the anterior 
teeth. This is an ideal spot to prove their worth. The Denture 
Backing provides a strong attachment within the plastic material. 
And in close bites particularly, it should be remembered that a 
Steele’s Facing is thinner in its labial-lingual dimension than a 
denture tooth. 


Steele’s Facings have a long reputation for serviceability. (The 
metal backing takes the stress.) And in case of accidental breakage 
they have the advantage of being replaceable in a matter of minutes. 
Either type of Steele’s Facing (flatback or porcelain biting edge) 
can be used in plastic partials with the appropriate Denture Backing. 


THE COLUMBUS DENTAL MANUFACTURING COMPANY * COLUMBUS 6, OHIO 


In this short bite case the area of denture mate- 
rial supporting the four anteriors has sufficient 
strength and rigidity without the reinforcing 
bars usually used with Denture Bockings. The 
embedded backings themselves form an ade- 
quate attachment. Where only one or two teeth 
are involved the small isthmus of denture ma- 
terial should be strengthened with the usual 
reinforcing bars. 


INTERCHANGEABLE FACINGS 


STeele oe 

q 

5 


“MODEL F-10 
PELTON | 
ONVERTIBLE 
OR WATER 


It’s 

’ 
Still Today s 
Most Modern Cabinet Sterilizer 
Two years ago Pelton introduced the revolutionary F-101 . . . 
the convertible oil or water cabinet sterilizer with the handy 
Storador and its four plastic trays. This Futuristic model is still 
today’s best investment in modern asepsis. The handsome cabinet 


is also available with a 14 or 16-inch sterilizer for water only, 
either timer or automatic control. See it at your dealer's or 


write for literature. 
THE PELTON & CRANE co., DETROIT 2, MICHIGAN ) 
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WHAT ELSE IS THERE THAT GIVES AS GOOD RESULTS? 


There are thousands of dentists 
who are confirmed optimists on 
the value of Ammoniacal Silver 
Nitrate in dental health. Am- 
moniacal Silver Nitrate has been ; 
the cornerstone of success for 7 
many dentists. They use it for 
what they get out of it. 


You can now operate by Color. 


Chemical 
Tolerances 


To make applications of Ammoniacal Silver Nitrate 
visible, it is colored blue. Send for information. 


P. N. CONDIT BOSTON 17, MASS. U.S.A. 


WHEN YOUR PATIENTS 
WANT TO KNOW ABOUT 
DIET — 


Be prepared with a supply of “Diet and 
Dental Health” —a 16-page pamphlet that 
answers patients’ questions in lay language. 
Authoritatively written, “Diet and Dental 
Health’’ contains the latest and best informa- 
tion on a subject in which there is great patient 
interest. Get a supply today! P 

A free, sample copy will be sent on request. 


Order Department, AMERICAN DENTAL ASSOCIATION y 
222 East Superior Street, Chicago 11, Illinois ‘ 


Prices for DIET DENTAL 
25 


Copies...........8 8.00 

100 ¢ C $8 
with 
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Give faster pain relief 


with BUFFERIN 


1. BUFFERIN 
enters the 
stomach here. 


3. Burrerin helps 
dilate the pyloric 


twice as fast as aspirin, 
relieves pain. 


When you prescribe BuFFERIN to your patients you 
assure faster relief of pain. Clinical studies’ show that 
within ten minutes after BUFFERIN is ingested, blood ; 
salicylate levels are as great as those attained by aspirin 
in twice this time. That is why BUFFERIN acts twice as 
fast as aspirin. . 

BuFFERIn has greater gastric tolerance. BUFFERIN’s ) vials of 12 and 36 and bottles § 

of 100. Scored for divided dosage. 
antacid ingredients provide protection aguinat the contains 
gastric distress so often seen with aspirin.' BUFFERIN, J grains of acetylsalicylic acid with 
therefore, is especially suited for use when prolonged [| optimal proportions of magnesium 


use of salicylates is indicated. carbonate and aluminum glycinate. 
Buffering Agents on Absorption of Acetylsalicylic Acid 
BUFFERIN 
is a trade-mark of the Bristol-Myers Company RICAN 
ENTAL 


A product of BRISTOL-MYERS COMPANY 
19 West 50 St., New York 20, N. Y. 


Wi 
sPIRIN 
the possibility of 4. Burrenin’s 
gastric distress. Ke 4 | analgesic component is 
7 absorbed inte the blood 
ix 
| 
| | 
= 
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means “original, 
. before all others” .. 


FR X-Ray solutions were first in concentrated» 
liquid form (more than 15 years ago). Aad 
through continuing research and 
hove maintained their years-chead advontage: 


_ means “finest, 
better than all others“... 


FR Concentrated Liquid X-Ray Solutions have. 

preven thelr superiority in quality . . . accurtey 

Clarity... diagnostic detail in dental 
Gnd hospital dorkrooms all over America. 


“means “safety, 


dependability”. . . 


That's why FR Concentrated Liquid X-Rey ; 
Solutions ore first in your dental darkroom. 


THE FR CORPORATION + 951 BROOK AVENUE + NEW YORK 56, N. Y. 
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Hill-Oral 
Pathology 


By THOMAS J. HILL, D.D.S. 


Professor of Clinical Oral Pathology and Thera- 
peutics, School of Dentistry, Western Reserve 
University, Cleveland, Ohio 


The experiences and researches of the 
author and the lucidity with which he pre- 
sents the subject, all help to make this 
the standard work on oral pathology. It 
shows what can be done to aed ond 
prevent such common oral diseases as 
dental caries, gingivitis, pyorrhea and 
the stomatides, om gives diagnosis and 
treatment of periodontal conditions. 
“. . . highly recommended both as a text- 
book for students and for use by clini- 
cians. Illustrations are excellent.”— Jl. of 
the American Dental Association. 


4th Edition. 398 Pages. 
314 Illustrations. $7.50 


Strang - 
Orthodontia 


By ROBERT H. W. STRANG, 
M.D., D.D.S. 
Director of Courses in Orthodontia in the 
Extension Teaching De mt of Temple 
University, Philadelphia; Director, Fones School 
of Dental Hygiene, University of Bridgeport ; 
Co-editor, “The Angle Orthodontist 

Third Edition. Dr. Strang gives the 
reader not only a sound theoretical foun- 
dation in orthodontia, but includes com- 
plete and detailed instruction in clinical 
procedures, based on the most recent 
advances in this specialty. This edition 
contains new, revised and rewritten raate- 
rial on many phases of orthodontia, in- 
cluding growth and development of the 
facial structures, eruption of teeth and 
development of occlusion, endocrinology, 
and treatment technic. 

825 Pages. 1050 Illustrations on 583 Fig- 
ures and 5 Plates, 2 in Color. $15.00 


Washington Square LEAA & FEBIGER philadelphia 6, Pa. 


Is 
BACK 
AGAIN 


BRONZE 


SOLID BRONZE NAME SIGNS—Cast, raised letters, drilled, with screws 


3” x 12” — $10.80 
4” x 14” — $16.80 
5” x 16” — $24.00 
6” x 18” — $32.40 


3” x 14” — $12.60 
4” x 16” — $19.20 
5” x 18” — $27.00 
6” x 20” — $36.00 


3” x 16” — $14.40 
4” x 18” — $21.60 
5” x 20” — $30.00 
6” x 25” — $45.00 


Other signs 30c per square inch. Signs with wording on both sides 45¢ per square inch. 
PLEASE SEND CHECK WITH ORDER 


LAUER METAL SHOP ~- 1516 E. Baltimore Street ~- Baltimore 31, Md. 


are you 


Mail to American Dental Association, 222 E. Superior St., Chicago 11, Ill. 


Giving us advance notice will keep the Journal coming to you 
without interruption. Here’s a handy form to use: 


x 
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— cuts time lag 
between injection and 

onset of anesthesia. Action 

is profound, widely diffused 
and well within clinical ranges 


of tolerance. 
Bibliography sent upon request. 


ASTRA 
PHARMACEUTICAL PRODUCTS, INC. 


*U.S. Potent No. 2,441,498 


XYLOCAINE 
HYDROCHLORIDE 
ASTRA 


Dispensed for dentistry in 
1.8 ce cartridges. 2% solu- 
tion available without 
epinephrine; and with 
epinephrine 1:100,000 or 
1'50,000. 


Sold through leading 
dental impply houses 
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The Most Up-To-Date 
Information on 
Scientifically- Proved 


New 4th Edition 


Just published, this 4th edition of 
the most well-known book in this field 
includes the newest, most up-to-date 
information on_ scientifically-proved 
drug therapy. Here is material you— 
the busy practitioner—need at your 
fingertips to keep abreast of the rapid 
progress in this field. 

In easy-to-understand language, it 
discusses the source and origin, phar- 
macologic actions, therapeutic effects 
and uses of the new drugs you will 
use and prescribe daily in the treat- 
ment, diagnosis and prevention of dis- 


The Blakiston 


Company 4 
1012 Walnut Street 
Philadelphia 5, Pa. 


1o12 Walnut Street 
Philadelphia 5, Pa. 
Please send me a copy of McGehee and 
and Pharmacotherapeutics for Dentists’’—4th Edition. C) My ch 
is enclosed; 


account in 


PHARMACOLOGY 
AND 
PHARMACOTHERAPEUTICS 
FOR DENTISTS 


by William H. O. McGehee and 
Melvin D. Green 


This NEW 4th Edition Features 


* Latest information on fluorides, sulfona- 
mides and arsenicals 

* Present-day thought on ammoniated den- 
tifrices 

* Enlarged sections on vitamins, and anti- 
biotics—penicillin, streptomycin, aureomy- 
cin, chloromycetin and chloroamphenicol 

* Discussion of the dangers and apparent 
partial usefulness of antihistaminics 

* Added emphasis on prescription writing— 
many new examples of proper prescription 
forms are included 

* Enlarged therapeutic index 

* Extensive subject index—many additional 
references and cross-references 

and official names of dru 
which conform to latest rulings of USP, 
and Accepted Dental Remedies 


14 Illustrations -550 Pages—$7.50 


Use This Handy Cou To Order Your 
Copy 
BLAKISTON COMPANY 


105 Bond Street 
Toronto 2, Canada 


Green’s 
account. I understand you will credit my 


;_ © charge my 
full if I wish to return the dook within 10 days. 


3 
Drug Therapy 
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SAFE EFFECTIVE 


GERMICIDAL 
SOLUTION 


@ 


GERMICIDAL TABLETS 


Just two Parker's Germicidal tablets dropped 
in a pint of water and stirred, quickly disin- 
tegrate to produce a 1:1000 solution of 
stable, active germicidal solution—A.D.A. ac- 
cepted. Then, instruments need only to be 
washed free of pus, blood, protein material 
or soap and immersed for 15 minutes in the 


* germicidal solution for safe chemical dis- 


infection. 

Heat sterilization—not chemical disinfection 

—is indicated on all hypodermic needles and 

instruments that are hinged, have deep nar- 

row crevices, or surfaces with difficult access, 

or are suspected of having been contami-. 

nated with spores or Myco ium tuber- 

culosis. 

® ECONOMICAL—Two tablets make one 
pint of germicidal solution costing 16!/sc. 

© TIME SAVER—No bulky bottles of liquid 
to store—or to pour. 

© NON-CORROSIVE—No anti-rust tablets 
necessary. 

© NON-TOXIC,NON-IRRITATING—Makes 
an excellent hand sanitizing rinse for use 
between patients, or for the cleaning and 
disinfection of head rests, arm eats, Keni, 
cabinet drawers, etc. 


Bottles of 80 Tablets 
(Equivalent to 5 gallons of solution) 


Mid by A PARKER CO. Philo. Pa 
8 G Haren co., & 7 


TOOTHBRUSHING 


A leaflet presenting 
authentic information on 
toothbrushing. Illustrations 
show a proper toothbrushing 
method. The following 
questions are answered: 


® Why should I brush my teeth? 

© When should I brush my teeth? 

© How should I brush my teeth? 

® What type of toothbrush should 
I use? 

© What dentifrice should I use? 

© What mouthwash should I use? 


use this order blank 


AMERICAN DENTAL ASSOCIATION 
Order Dept, 222 E. Superior St, Chicage 11, il. 


please 
type 
or 


Prices for TOOTH BRUSHING 

Please send remittance with order 

name 

address 

city zone 

state 
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Between Visits _ 


Kolynos Helps Protect Their Teeth 


Regular brushing of the teeth after eating, using 
an effective dentifrice, has been shown to reduce 
tooth decay. No tooth paste, ammoniated or 
regular, has been clinically proved better 
than Kolynos as an adjunct to brushing. 

The foamy, active bubbles in Kolynos help 
dislodge tiny food particles from between the 
teeth. Kolynos’ cleansing agents help loosen 
and remove harmful dental plaques which 
might otherwise lead to tooth decay. We 
make no wild claims for Kolynos, but we 

do say there is no better tooth paste made, 
May we suggest that you recommend 
Kolynos to your patients? 


“THE WHITE GUARD,” an informative and in- 
structive story illustrated in color and written 
in entertaining fashion for patients who have 
not yet reached their teens, a story on 

the importance of good oral hygiene, 
available to you in booklet form. Jus? 

send your request on your letter- 

head to Dept. ADA, WHITEHALL 
PHARMACAL COMPANY, 

22 East 40th Street, 

New York 16, N.Y. 
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Cigarettes are 
less irritating 


when filtered this way! 


If you smoke, try a Denicotea Holder. See 
for yourself why it has become the largest 
selling cigarette holder in the world. 


pure white—like this 


smoked a of cigarettes. It has 
turned black, like this: 


Yes, it has absorbed nicotine and tars 
that have been filtered out of your 
cigarettes, whether they're regular or 
filter-type cigarettes! 

Obviously, irritants trapped in the 
Denicotea crystal filter can’t can't 
barm throat, sinuses, gums . . . can't 
stain teeth! 
PROFESSIONAL ‘2 PRICE 
INTRODUCTORY OFFER: 
Send for your Denicotea Holder, $1.25 

postpaid, (regular price, $2.50) 
Longer, Lady Denicotea Holder, $1.75 

postpaid, (regular price, $3.50) 

Write to Alfred Dunhill, Dept. D-12 

660 Fifth Avenue, New York 19 


DE-NICOTEA 


FILTER HOLDER 


SAVE WAX-UP[ 
TIME & GOLD] 


with 


JELENK 
Pre- Formed FES 


PLASTIC 
PATTERNS 


JELENKO—136 W. 52nd St., New York 19 


1952 EXAKTA—MODEL VX 
35-mm. Single Lens Reflex Camera 
after 


The indispensahle 
Zeiss Tessar 


For photographing 
cavities, inlays and 
demonstrating oral treatment (patient 
aid of the progressive dentist! th (2.8 


Coated Lens with 9 50 
Pre-Set_ Diaphragm Control $269. 
Penta Prism cw t Level Reflex Viewfinder............ 50.00 
FREE—Write 300 For Free Descri 


ve Booklet 
on Camera & Accessories and Brochure On -4 Up Technique 
With Exakta. 
EXAKTA 
46 W. 29th St., New York 1, N. Y. 
Exclusive Sales and Service Organization In 
U. 8. A. For theges Camera Works, Germany 
Copyright . Exakta Camera Company, Ine. 
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» POSTURE 


MODEL 1050 


MODEL 1050A 


The Model 1050 Posture Comfort 
Chair is a stendard model used by 
the majority of dentists. Model 
1050-A is the same as Model 1050 
except that the saddle sect affords 
greater leg room comfort for the 
tall slender dentist — Supplied only 
on special order. Model 135 is the 


MODEL 135 


same as Model 1050 without the 
lateral body support. Take your 
choice — Select the model thot suits 
you best. Now you can operate in 
the seated position with complete 
mobility . . . confidence and com- 
fort. Order from your dealer today 
or write: 


CHILDS MANUFACTURING COMPANY 


Macon, Georgia 
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CLASSIFIED 
ADVERTISING 


Forms close on 25th 
of second month preceding month of issue 


Remittance Must Accompany 
Classified Ads. 


PRACTICES AND OFFICES FOR SALE 


CALIFORNIA — Long established dental 

ractice in northern part of state; for 
sale due to death. Ritter equipment, includ- 
ing year-old x-ray. Low overhead. Pros- 
perous community in excellent hunting and 
fishing area. Direct inquiries to Mrs. Edward 
E. Harris, Admin., 510 North Oregon Street, 
Yreka, California. 


COLORADO—Good opportunity for dentist 

to take over practice of one deceased. 
in progressive small town; good territory. 
Excellent schools and recreational area. 
Direct replies to Mr. A. E. Blakkolb, Bone- 
steel, South Dakota. 


MICHIGAN—One-chair dental office, furni- 
ture and equipment for sale. Located in 
Charlotte, between Battle Creek and Lans- 
ing. 6,000 population. Owner now in Navy; 
rent is paid until 1952. Direct inquiries to 
Dr. William Clark, Mundelein, Illinois. 


NEW YORK — Wonderful opportunity to 

acquire building and three-chair complete 
modern office near Broadway in New York 
city. Overload practice; income-producing 
proverty- $15,000 down. Address A.D.A. Box 


SOUTH DAKOTA—Dental practice in east- 

ern South Dakota town of 1200. 5,000 in 
county—only one dentist. Owner retiring. 
Address A.D.A. Box No. 98 


LOCATIONS AVAILABLE 


ILLINOIS—Three-room suite, second floor 
front for rent; located in building on Mich- 
igan Avenue, Chicago. Occupied by doctor, 
now deceased, for years. Reasonable rent. 
Direct replies to Mr. Henry Mitgang, 10 
North Clark Street, Chicago, Illinois. 


ILLINOIS—Fully equipped Ritter dental 

office for rent. X-rays, instruments, etc. 
Near St. Louis; very little competition. Low 
overhead; percentage basis. Available 
eaee January 15th. Address A.D.A. Box 


Advertisements cost $3.50 not exceeding 30 
words, additional words 10c each. Commercial 
agency advertisements, $3.50 for 20 words, ad- 
ditional words 13¢ each. Publisher reserves the 
right to determine classification. An extra fee 
of 25c¢ is charged advertisers who have answers 
sent care of A.D.A. and in such cases we do 
not furnish name or address to inqu'rers. This 
rate applies for each insertion. 


NEW YORK—Air conditioned suite avail- 

able for orthodontist in professional 
building on Long Island. Share reception 
room with busy podiatrist and dentist. 
Across street from school, municipal park- 
ing, bus routes. Direct replies to Dr. H. J. 
Blass, Podiatrist, 80 South Grove Street, 
Freeport, New York. 


OPPORTUNITIES AVAILABLE 


INDIANA—Orthodontist, dentist 
practitioner), Hygienist, wanted for group 

practice. Must have Indiana license. Modern 

equipment and building. Percentage basis 

of full schedule. Address A.D.A. 
ox b 


(general 


MARYLAND—Resident in Oral Surgery and 

Dental Intern wanted, beginning with 
July 1, 1952. Applicants for Residency must 
have Postgraduate or previous hospital 
training. Recent graduate accepted for In- 
ternship. Training in all surgical and re- 
lated subjects. Applicants must be gradu- 
ates of Accredited dental schools. Direct 
replies to Executive Director, Sinai Hos- 
pital, —— 5, Maryland (Approved by 


MASSACHUSETTS—Pedodontist or young 

dentist wanted to associate with dentist 
in college town. Well established; good 
clientele; office located in group office build- 
ing. Security assured for qualified person. 
Address A.D.A. Box 80. 


MICHIGAN — Philanthropic foundation 

wants dentists under 40 years of age for 
public health work. Starting salary rate, 
$4,500 per annum. Michigan licensure not 
required provided the individual is a gradu- 
ate of an accredited dental school and is 
licensed in another state. For detailed in- 
formation write Kenneth R. Gibson, D.D.S., 

S.P.H., Director of Child Health Division, 
Children’s Fund of Michigan, 660 Frederick 
Street, Detroit 2, Michigan. 


NEW YORK—Associate wanted by long 

established orthodontist. Excellent op- 
portunity for right man. Must be draft 
exempt and above average in ability. Ad- 
dress A.D.A. Box 100. 
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NEW YORK—Dental intern wanted to start 

immediately in surgical internship, either 
for one year or until July 1, 1952. Apply to 
Dr. Gustav Johnson, Cumberland Hospital, 
Brooklyn, New York. 


OHIO—Dentist under 65 wanted for institu- 

tion for mentally retarded. Ohio license. 
Salary $5,040. Apartment and maintenance 
available. Direct replies to State Hospital, 
Gallipolis, Ohio. 


OH10—Dental internship available immedi- 
ately. Fully approved dental staff; 424 bed 
eneral hospital. Excellent educational serv- 

ce including 3 months general anesthesia; 

liberal stipend. Apply Director, Miami Val- 
ley Hospital, Dayton 9, Ohio. 


OPPORTUNITIES WANTED 


WANTED—Dental office, practice, location, 

partnership or other opportunity in Con- 
necticut or New York. Versatile practi- 
tioner, service exempt; valuable experience 
in rehabilitation, surgery, prosthetics. Ad- 
dress A.D.A. Box 101. 


OPPORTUNITIES WANTED 


WANTED — Opportunities for great 
group of well qualified Dentists. Among 
our candidates are those who have 
specialized in the various fields of Den- 
tistry and, also, men and women quali- 
fied for Teaching, Public Health Work 
and General Practice. Please outline 
your requirements and credentials of 
qualified candidates will follow. All 
negotiations strictly confidential. 


Burneice Larson, Director 
The Medical Bureau 
Palmolive Building 
Chicago, Illinois 
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WANTED—Nurse anesthetist wishes - 

tion in exodontia office in Philadelphia or 
suburbs. 11 years experience in all general 
anesthesia, including extensive Sodium Pen- 
tothal. Address A.D.A. Box 1 


GENERAL PRACTITIONER—Would like to 

purchase practice in St. Louis or suburb 
from dentist contemplating retiring in near 
future. Will pay good price if prectice will 
stand investigation. Address A.D.A. Box 103. 


EQUIPMENT FOR SALE 


FOR SALE—Electro Dental wall bracket 
engine complete; $125.00 Direct inquiries 

br = L. P. Bairo, 711 Prof. Bldg., Phoenix, 
rizona. 


MISCELLANEOUS 


WANTED TO BUY—Old or_used dental 

books or journals. Leo L. Bruder, 1 De 
Kalb Avenue, Dept. 21, Brooklyn, New York. 
Dealer in out-of-print Dentistry. 


OPPORTUNITIES AVAILABLE 


WANTED — Dentists qualified in the 
various Dental aqoctasties and for 
Teaching, Public ealth Work and 
General Practice. Opportunities in all 
parts of America including countries 
outside continental United States. All 
negotiations strictly confidential. Please 
send for our ANALYSIS FORM so that 
we may prepare an Individual Survey 
in your particular 
eld. 
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Christmas List 


Gifts for people like you are listed on this page. No matter 
where he is—or what he is doing in dentistry—he can use a book. 
Nothing but new titles are suggested. 


Please give us the name of the friend you want to remember 
—we’ll do the rest. We’ll enclose a handsome greeting card with 
your name and ship it wherever you want a Christmas Gift to be 
delivered. If you have been wanting one of these books on your 
own bookshelf—give it to yourself this Christmas! 


Dobbs-Prinz PHARMACOLOGY AND DENTAL THERAPEUTICS 
New Tenth Edition. 604 pages, illustrated. $8.00 


Langley-Cheraskin THE PHYSIOLOGICAL FOUNDATION OF DENTAL 
PRACTICE 
512 pages, 149 illustrations. $8.25 


O’Rourke-Miner ORAL PHYSIOLOGY 
333 pages, illustrated. $5.00 


Brecker’s THE PORCELAIN JACKET CROWN 
264 pages, 290 illustrations. $8.00 


Schweitzer’s ORAL REHABILITATION 
1161 pages, 1157 illustrations. $20.00 


Mead’s ANESTHESIA IN DENTAL SURGERY 
New Second Edition. 642 pages, illustrated. $13.50 


Thoma’s ORAL PATHOLOGY 
Third Edition. 1500 pages, 1660 illustrations. $17.50 


Blair-Ivy’s Essentials of ORAL SURGERY 
Fourth Edition. 636 pages, 485 illustrations. $8.00 


Send orders to: 3207 Washington Blvd., St. Louis 3, Mo. 


Published by — 
The C. V. MOSBY Company 


Scientific Publications 
Saint Louis *t- San Francisco ot New York 
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A dental assistant 


writes this / about KADON: 


“Dr. M ....... started with KADON 
exactly one year ago. We had no 
experience with plastic filling materials 
so we simply read the directions 
and followed them. Results have been 
extremely gratifying. Several fillings 
placed a year ago are practically 
just as they were upon insertion. 
...We believe that Caulk puts the 
interest of the profession first, because 
Caulk knows that the best interest _» 


of the profession is ultimately their 
own best interest. My dentist tells 1 | 
that Caulk would ask him to dis- 
continue using their product if there 
were the slightest indication that 


it wasn’t safe.” 


Day after day, unsolicited letters sup 
our findings that KADON is complet 
safe to use. Other findings proved in p 
tice: prompt setting, high strength, 
flow, negligible pulp response, uneq 
durability. 


KADON 


REG. U.S. PAT. OFF. 


RESIN FOR RESTORATIVE DENTISTRY 
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FREE DENTISTS 


Every Dentist... 


Write for these educational 
treat’ses and information on 
Burton Diagnostic  !nstru- 
ments. Sent absolutely FREE 
on request. 

Send for yours today! 
BURTON MANUFACTURING COMPANY 
11201 W. Pico Bivd., Los Angeles 64, Calif. 


‘Lightning’ Strips & Disks 
The Tried-and-True 
“Old Reliables’”’ 

Fine steel, with a fast-cutting 

abrasive. Safe-sided. 

STRIPS: fine, medium, coarse or 
assorted. 54% ins. long. 

DISKS: fine, medium, coarse or 


NARROW assorted. Cup shape (cutting in- 
side or outside) or flat. 


MEDIUM 


(specify dealer) 


WIDE 


| $1.75 Doz. | 

THE J. BIRD 
MOYER CO., INC. 

Dental Manufacturers 


Cup Shape Disks (Cutting Inside or Outside) Philadelphia 6, Pa. 
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you can 
pour stone 
immediately 


in impressions taken with 
D-P ELASTIC IMPRESSION CREAM 


£ 


not needed 


& 


Maximum 
accuracy assured 


OF ACADEMIC INTEREST ONLYis the question 
of storing impressions, with authorities 
agreeing that immediate pouring is 
best for utmost accuracy. 
Because it has “BUILT IN” STABILITY, 
D-P Elastic Impression Cream gives 
you the option of pouring the stone 
immediately or storing temporarily in a 
plain water bath, to suit your convenience. 
Order from your Dental Dealer TODAY 


dental perfection co. 
543 West Arden Ave. © Glendale 3, Calif. 
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Saves Yonds of your chatr time 


A DuraBase rebase is completed in just 20 minutes— 
from start to finish. In six simple steps, you (1) mix 
vial of liquid and three spoons of powder; (2) place 
DuraBase mix in denture; (3) insert denture as for 
taking an impression; (4) remove and rinse with 
water; (5) re-insert for muscle trimming; (6) let 
harden on bench; trim and polish. 


Dura results are posttive—every time 
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SIMPLE TECHNIQUE DENSE 
oars 
ORDER DURABASE THROUGH YOUR DEALER TODAY 


ONE-VISIT TECHNIQUE — SAFE — PRECISE 


DuraBase is now firmly established as the proven method for rebasing 
acrylic dentures. As easy to mix and apply as an impression paste, 
DuraBase requires no boiling or laboratory procedure. It sets hard 
in 15 minutes, becoming an integrated part of the denture, with a 
dense, durable surface. 


STABLE, COMFORTABLE— WILL NOT SEPARATE 


A co-polymer resin, DuraBase is hard setting, does not weaken denture; 
there is no porosity, after-taste, or tissue irritation. (On first insertion, 
DuraBase smarts mildly, but does not burn.) Patients are thrilled with 
the unchanging comfort, stability, and complete suction. 


THOUSANDS IN USE — RESULTS GUARANTEED 


Thousands of dentists have enthusiasti- 
cally adopted the successful DuraBase 
method—every claim has been fully real- 
ized. Your satisfaction, too, is guaranteed, 
Order the $10 DuraBase package, suf- 
ficient for 20 applications—if you are not 
completely pleased after several cases, the 
remainder may be returned for full credit. 
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WHY DENTA PEARL S-R‘s “PLUS AREA” 
MEANS MORE DEPENDABLE RETENTION 

Plastic teeth are attached to the denture base in one or a combination of 

the three following manners: 

1. FUSION or MOLECULAR UNION is the ideal union for it provides 
the strongest possible attachment. it will occur with solvent resistant 
teeth only when extreme caution is exercised in eliminating all residual 
film or oily penetration on the ridge laps of the teeth. When you get fusion, 
Denta Pearl “plus crea” provides more retention area; insures 
stronger union! 

. ADHESION—like glueing—takes place when two surfaces are brought 
into intimate contact under pressure. But adhesion, too, depends on 
thorough wax elimination. When you get adhesion, Dente Pearl $-R’s “plus 
erea” provides : more retention area; insures stronger union! 

3. MECHANICAL RETENTION can be achieved by a retention 
~ hole—like an inlay—through undercut . . . rough wall .. . 
~ angulation against stress . . . or plug in the hole. Lack- 
~~*e ing complete fusion or complete adhesion, Denta 

~ Peorls provide an added safety factor, 


“eS becouse Denta Pearl S-R's are the only 
plastic teeth that have built-in 
mechanical retention to insvre 

@ stronger enion. 


H. D. JUSTI & SON, INC. 
PHILADELPHIA 4, PENNSYLVANIA 
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45.6 sq. mm. of “S-R” tooth = hole = 61.1 sq. mm. 
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° How do you select a laboratory to 


construct your restorations? By any yardstick 
you choose to use, the CAL-LAB near 
your office will measure up to your requirements. Your 
<* Cal-Lab supplements its individual knowledge, skill, 
and experience with that of more than a hundred 
other Cal-Labs from coast-to-coast —and a 
Central Research Organization maintained to 
develop and provide specific materials and methods 
So r the finest possible full dentures, partials, crowns, and 
er bridges. Your Cal-Lab adheres to the strictest code 
of ethics known in the laboratory profession. It 
has a high respect for your responsibilities and the 
welfare of your patients. It constantly seeks to improve its 
& services and to provide for you everything that you 
@® could possibly want in a restoration at a price that makes 
it profitable for you to serve your patients. For understanding, 
dependable, courteous service, call your Cal-Lab. 


cearinice 
cal 
Do you read CAL magazine? 
* US PAT OFF Ask your CAL-LAB to send it to you.. 
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THERE NO ALLOY LIKE 


it is anit practice fo use your skill only with the finest, proven 
materials. This is particularly true in the case of amalgam fillings. ©; 
Aristaloy is the finest and most Scientifically correct alloy avail- 
able—and results prove this! lt costs no more to use Aristaloy! ~ 
Aristaloy fillings do not “raise” from the cavity ... the surfaces 
stay clean and bright. ; . it is so much nicer to work with. There's 
no other alloy onything like Aristaloy! 
Insist upon Aristoloy! it is immediately from your 
local reliable dealer, or write us. 


YALOY NOTMOLD UNDER ANY <GTHER LABEL; 


: 
‘a 
BAKER A CO. IN | 
850 PASSAIC’AVE. «EAST NEWARK, NEW JERSEY. A V . 
< — = 


F 
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Bet by name. E. |. du Pont de Nemours & 
hanger without touching the film Wilmington, Delaware, 
@n advantage when processing o 
As for expoture, Du Pont X-ray Dental | pay M 1a 
dosage and minimizes motion by fo 
this fine film with its exclusive, time-j | rom 
‘\ 
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i Hail this coupon for your supply of professional samples : 
| 
: PLEASE PRINT 
Address. 
ef CO-RE-GA CHEMICAL CO. * 76 Mill Road, Jersey City 6, N. J. 
i 


ames 
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printed page—but you'll recognize it very definitely 
the very first time you experience the fast, 
smooth “feather-touch” cutting you always get with . 


TH WU & COMPANY, INC. «62 COOPER SQUARE » NEW YORK 3, W. Y. 


Busch dics *HORICO GIAMOND ABRASIVES + AJUSTO HAND PIECES +STAINLESS INSTRUMENTS 
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1 Youdthink 4: 
they'd be more expensive 
You gain in economy and efficiency 
\vailable at y« | dealer i two sizes. 
¢ 2) x 2° and 3° x 3° in sterile units and bulk 
Recognized by patients—Relied on by dentists 
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PHYS 
PHYSICIANS HEALTH ASSOCIATION 


FOR DENTISTS, PHYSICIANS, SURGEONS EXCLUSIVELY 
Accident Hospital Sickness 


INSURANCE 


BENEFITS 


PREMIUMS 


Quarterly 
$16.00 
ick Quarterly 


.000. EATH 
$25.00 weekly indemnity, accident and sickness 


$10,000.00 ACCIDENTAL DEATH 
$50.00 weekly indemnity, accident and 


$15,000.00 ACCIDENTAL DEATH $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 ACCIDENTAL DEATH $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


for members, wives and children at small additional cost 
85c out of each $1.00 gross income used for members’ benefit 
$4,000,000.00 $17,800,000.00 
INVESTED ASSETS PAID FOR CLAIMS 
$200.000.00 deposited with State of Nebraska for protection of our members 
Disability seed not be incurred in line of duty—benefits 
from the beginning day of disability 


ICIANS CASUALTY ASSOCIATION 


49 years under the same management 
FIRST NATIONAL BANK BUILDING 


OMAHA 2, NEBRASKA 


over 


loy is carefully made from 
C.P. metals. You will find 
it amalgamates smoothly, 
in minimum time, carves 


18 years. Speyer’s Al- 


exceptionally well in ten ee ALLOY 


minutes and 


hard, 


polishes beautifully. 


6842% silver. 
* No initial 


°44 


pansion in 24 hours. 
* 1.6% flow 24 hours after 


SPEYER SMELTING & REFINING Co. 


produces a 
well-sealed 


contraction. 
microns per Cm ex- 


216 MEDICAL & DENTAL BUILDING 
SEATTLE 1, WASH. State . 


fe 
| 
| 3 
j 
__ Cost has never exceeded amounts shown 
d A Good Alloy Need Not Be Expensive ; 
a Meets with A.D.A. Specifications — CHECK THESE PRICES  : 
@ Start now to use this 
tested, accepted alloy that 
has been used by leading 1 oz. @ $1.90 
| 
amalgamation. 
| 
% 
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HOW No will NO 
RN AMAZINGLY SIMPLE y 
NON-PRESSURE COMPENSATING TECHNIQUE! 
Excessive surplus that creates ’ 
CRA dr SUPERIOR PRODUCTS for MODEEN DENTISTRY if 
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A rash procedure — its classic contours would be ruined. Many denture 
patients, however, are equally indiscreet in cleaning expensive dentures 
with abrasive or inefficient household cleansers. You can start them 

off right, by suggesting Wernet’s Dentu-Creme and Wernet’s Plate Brush — 
specially prepared for safe, efficient denture cleansing. 


Dentu-Creme is smooth, absolutely non-injurious, and an excellent 
detergent. Its special polishing agent renders it ideal for use on acrylics. 


Wernet’s Plate Brush provides two groups of bristles individually 
anchored-in for long life—a black bristle section for use on the ridge and 
the vault, and a white bristle section for the teeth and interproximal 
spaces— conforming to professional specifications. 


Together, they provide the perfect combination for thorough removal 
of mucin plaques, food particles and stubborn stains ... without damage 
to delicate surfaces or fine ridges. 


WERNET DENTAL MFG. CO., INC. 
JERSEY CITY 2, N. J. 
1-M 


WERNET’S DENTU-CREME 
AND 


WERNET’S PLATE BRUSH 


| 
) FA (Se > 
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EASILY 


—— 

3 
RECORD | 

WITH 4 


HOW 

TRUE CENTRIC 
iS RECORDED 
WITH 
CENTRIMETRICS 


cop 


Centrimetrics can be applied to all 
types of prosthetic appliances, and 
for the correction of occlusion on the 
natural dentition. For complete 
information about this tested and 
proved method of denture construc- 
tion—your free copy of 

CEMTRIMETRICS IN ACTION— 


or on your card, letterhead or state- 
ment, and mail it to us today. 
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have common? 


In the case of the impression, 
this means a more accurate regis- 
tration of detail. Yet, even though 
TRU-RIDGE sets brittle-hard, 

it flows easily... is never sluggish. 
It’s an all-purpose material 
adaptable to any technique. Try it. 
You'll like it. Thousands of dentists . 
do. At all good dental dealers. 


MIZZY, INC., New York 10 
Better Materials for Better Dentistry 
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To cut away dentine efficiently and smoothly — with a minimum of 
heat and resulting patient discomfort — the Burs you use must BE 


sharp and STAY sharp! 
Internationally famous Ash Burs are the answer to this problem. 


Made of the highest grade of tungsten steel, Ash Burs have razor- 
sharp blades tempered by an electrically controlled process which 


ensures keen, long-lasting cutting edges. 
Ash Burs are made in a wide variety of shapes and sizes — Tapered 


Shank, Regular and Miniature. 
Order a supply of Ash Burs today — you owe it to your practice. 


Claudius, Arse, UL, Gre 


ONE OF THE AMALGAMATED DENTAL GROUP OF COMPANIES 
127-131 Coit Street Irvington 11, N,. J. 
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‘Phospho:Seda oction is prompt and thorough, free 
from any disturbing side effects. That's why so many modern 


. 
| le. Effecti 
Gentle. Effective Action | 
og 
| n. Liberal samples vill il be ‘sup ppli edo a req ve st 
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Consider the advantages of the new im- 


proved, better-tasting NEMBUTAL Elixir: at- 
tractive orange color, pleasant odor and much 
better taste than the old Elixir. Even children 
caa take the new Elixir straight, or it may be 
diluted with water or fruit juices. Potency of the TRY THE IMPROVED, 
new Elixir is the same as that of the old—one BETTER-TASTING 
teaspoonful (1 fi.dr.) representing 15 mg. (14 ‘gr.) 
of NEMBUTAL Sodium. Onset of action is prompt, 
duration may be short or prolonged depending on ® 
the dosage, and there is usually no hangover and Nembutal 
little tendency toward cumulative effect. Misci- 
bility of the new Elixir is greater than chat of the old, a | i x i r 


is wide: preoperative and postoperative sedation, mild (PENTOBARBITAL, ABBOTT) 


and compatibility is much wider. Its range of uses 


sedation over extended periods, a change of sedative for 
patients who periodically require such a drug and for 
whom phenobarbital or bromides have been previously 
administered. In the complete NEMBUTAL line are 


products that can meet any short- 


acting sedative or hypnotic need. Abbott 
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HERE IS 
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PRESCRIBE... 


VITALLIUM partiats 


FOR GREATER PATIENT SATISFACTION 
AND TO ENRICH YOUR PRACTICE 


A 
4 
a 
ic 
| LABORATORIES, 
LABORATORY NEAR YOU 
j 


TABLETS 
BUFFERED 
Crystalline 
Penicillin G 
Potassium 


250,000 UNITS 
Prophylactically Tollowing Ezedorit 


In exodontia, the value of prophylactic 
penicillin administration to patients 
with rheumatic heart disease or severe 
infection is well established. Given be- 
fore and following extraction, peni- 
cillin greatly reduces the incidence of 
blood-borne infection and minimizes 
the chances for secondary complica- 
tions both in situ and in distant 
structures. 

Tablets Buffered Penicillin-C.S.C., 
providing 250,000 units of potassium 

icillin G per tablet, are an excel- 

t means of instituting prophylactic 
therapy. A single tablet 4 to 6 times 
daily is usually adequate. 

The oral administration ot penicillin 
has also been recommended pre- and 
postoperatively when there is danger 
of systemic infection following sur- 
gery, especially in the case of infected 
tonsils, periapical abscesses, etc. For 


this purpose a minimum of 750,000 
units should be given during the 24 
hours before operation and 500,000 
to 1,000,000 units daily in divided 
doses every 4 hours after operation for 
3 or 4 days. 

At your prescription pharmacy in 
boxes of 10 tablets, each tablet in- 
dividually sealed in foil. 


CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, NEW YORK 
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413 ON Pearl Se Albany 


see 
TICONIUM -413 N. PEARL ST., ALBANY 1, N. Y. 


PLEASE SEND ME DETAILED INFORMATION ON 
THOMPSON TRUE-RUGAE 
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-RUGAE technique captures the sharpness! 
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“For new developments... took to | TICONIUM 
Ask Your Ticonium Laboratory A is New Technique a 
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Be thankful 
for the 


Skill 
of your laboratory 


The busier you are, the more you realize 

how much you depend on laboratory service. 

And to give you the kind of denture service 

you want, good laboratories depend more 

and more on the uniform properties of Lucitone. 

In lifelike appearance, in dimensional stability, 
and in durability, Lucitone dentures are consistently 
successful. Caulk research is ever on 

the alert to keep them so. 


you're sure when you specify | ( | E 


For modern materials call on wives, ovenace 
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THAT THE TREND 
BACK FILLING PORCELAIN 


RE 
OVERWHELMING | 
CHOICE IS 


As the ghertcomingp of | 


PERMITS PLUGGING IN—piece by piece! 
Durodent-Enamel is easily mixed and 
sets to a bord, true, crystalline mass. 
by piece, like an amalgam! 


@ REMAINS COOL . . . NO EXOTHERMIC REACTION! 


Unlike the acrylic filling material, Durodent-Enamel 
causes no whatsoever. It remoins cool when 
mixed and after insertion into the cavity! 


@ DOES NOT CONTRACT UNDER MOISTURE—NO BROWN MARGINS! 


Durodent-Ename! is known all over the world 
as the non-leaki 


moisture — they lost longer. 


@ UNMATCHED SURFACE HARDNESS! @ DEEP UNDERCUTTING UNNECESSARY! 


New User Offer 


manufactur cost 
Durodent. 


economy fate—a saving of 

7 Full Bottles of Powe NICAL AND DENTAL MANUFACTURERS 

of Liquid, Frosted 

ula, Shade Guide avenue 


$78 00 o 


Visit us at Booth No. 102 
Greater N. Y. DENTAL MEETING 


| 
more dentists are returning to Dui 
Enamel. Here are some of the reasons 
ug why dentists prefer Durodent-Ename!. { | 
Possed A.D.A. 
Specification 
No. 9 7 
Durodent-Enome! fillings do not controct under 
4 
4 
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‘THE GREAT. 
‘NEW NAME 


THE RITTER X-RAY WITH THE 
EXCLUSIVE FEATURE OF 2 MACHINES 
IN ONE! 

Select your Technique for Better 
Controlled Diagnostic Quality in 
Your Radiographs 


VARIABLE TECHNIQUE... 
Set on variable, the Ritter DUAL-X allows you 
to control, independently, kilovoltage and 
milliamperage. As a result, the DUAL-X pro- 
vides clear, sharply defined radiographs of 


greater diagnostic value. Long distance radio- 
graphic techniques and profile radiography 
become routine due to the ease of DUAL-X 
adjustment. 


STANDARD TECHNIQUE... 
Set on standard, the Ritter DUAL-X is ready 
for your routine examinations. With this set- 
ting kilovoltage and milliamperage do not 
need to be adjusted. A reading of 10 milli- 


amperes remains constant for all radiographs. 
| You or your nurse can make routine examina- 
tions easily .. . in a minimum of time. 


Ask your Ritter Dealer for a demonstration of 
this Ritter Dual-X today. 


DUAL-X features the Ritter 
Lifetime Stabilizer — tube P | 
current automatically stabi- ff R gt te 
lized for the life of the 
equipment without adjust- tie 

ment at any time. PARK, ROCHESTER 
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| J. B. UPPINCOTT COMPANY, East Washington Square, Philadelphia 5, Pa. 
Please enter my order and send me the books | have listed below. 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


FOR THE MODERN DENTIST 


LIPPINCOTT’S HANDBOOK 
OF DENTAL PRACTICE 

by Louis |. Grossman, D.D.S., Dr. med. dent. 
A new idea in dental references, giving na- 
tional coverage of progress in the nine 
major branches of dentistry. 
NEW EDITION IN PREPARATION 


SUCCESSFUL DENTAL PRACTICE 

by J. Lewis Blass, Ph.G., D.D.S. 
Presents many aspects of public relations in 
building clientele and increasing prestige 
and income in dental practice. 
1st Edition, 1947. 221 Pages, 42 Illustrations, 
20 drawings by Jean McConnell $5.00 


ORAL MEDICINE 
by Lester W. Burket, D.D.S., M.D. 
A unique and comprehensive discussion of 
the relationship between oral and systemic 
diseases. 
1st Edition, 1950. 674 Pages, 350 Illustrations 
$12.00 


IN THE DENTIST'S OFFICE 

by G. Archanna Morrison 
The wide variety of problems that daily con- 
fronts auxiliary dental personnel are consid- 
ered and discussed by a well-qualified expert. 
1st Edition, 1948. 242 Pages, 32 Illustrations 
$5.00 


PRINCIPLES OF ORTHODONTICS 
by J. A. Salzmann, D.D.S., F.A.P.H.A. 
A new edition of this workable digest and 
review of accepted theories and practices in 
orthodontics. 
2nd Edition, 1950. 887 Pages, 533 Illustrations 
$15.00 


SURGICAL PATHOLOGY OF THE MOUTH 
by E. Wilfred Fish, C.B.E., M.D. 

A detailed work on dental pathology which 
is truly clinical. Cell growth, chemotherapy, 
pathology of bone, cementum, pulpless 
tooth, mucosa, peridontal tissue, etc. are 
covered. 

1st American Edition, 1951. 
463 Pages, 236 Illustrations 


APPLIED ANATOMY 
OF THE HEAD AND NECK 

by Harry Shapiro, D.M.D. 
The clinical correlations of anatomy with 
dental and oral therapy—a guide for anes- 
thesia, surgery and operative work in gen- 
eral dental practice. 
2nd Edition, 1947. 303 Pages, 221 Illustrations 

$10.00 


ACRYLICS 
by Stanley D. Tylman, M.D., D.D.S., and 
Floyd A. Peyton, D.Sc. 
Accepted uses of synthetic resins in den- 
tistry and comparison of uses of resins and 
baked porcelain, older denture-base mate- 
rials and other restorative materiais. 
1st Edition, 1946. 480 Pages, 440 Illustrations 
$10.00 


COLOR ATLAS OF PATHOLOGY 
prepared under the auspices of the U.S. Naval 
Medical School, National Noval Medical 
Center, Bethesda, Maryland 

A milestone in modern scientific publish- 

ing. Provides a guide for ir.cerpreting gross 

and microscopic findings. 

1st Edition, 1950. 

546 Pages, 1,053 Illustrations in full color 

$20.00 


Addr. 


. e 
a 
4 
~ 
3 
| 
q 
| 
a 
— > 


| 
| 
1 


Hel 
asks Your 


Your generosity is needed to help fellow dentists 
who have been deprived of the means of making a living 
through illness and unforeseen disasters. Your once-a-year 
contribution will help assure the minimum 
necessities to those who are forced to call on the 
Relief Fund. An extra few dollars from you will 


prove to be a blessing. 


The A.D.A. Relief fund acts in cooperation 
with your State society—which automatically receives 
one half of your contribution. The A.D. A. Fund pays 
one half of each grant, your society the other one half. 


Send your contribution today to the 
AMERICAN DENTAL ASSOCIATION RELIEF FUND 
222 E. Superior St., Chicago 11, Ill. 
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easy to identify and select 


The mould number of each 1x6 set of TRUBYTE BIOFORM 
ANTERIORS is a description of their form and size. 


For best results all of the time, verify your selection with 
actual teeth from the workable Mould Guide and Shade 
Selector Assortment of Trubyte Bioform Teeth. 


You will find that this procedure minimizes resets 
ond make-overs and eliminates disappoint- 
ments at the time of try-in. 


NEW IN EVERY WAY 


The first number on the card 
describes the class of the 
tooth, its outline form and 
whether it has a round or flat 


labial surface. 
The second number on the MN 
card describes the propor- 
tion of the tooth and the 
contour of the gingivo-incisal 


aspect. 
The letter on the card de- 
scribes the width of the six 
anteriors from cuspid to 
cuspid. 


Never before could you do so 
much for your denture patients. 
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